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NILEVAR FOR PROTEIN TISSUE BUILDING 


Protein Deficiency, a Hazard in 


Surgical Patients, Reversed with Nilevar 


® 


With surgery made safe for the patient, 


the patient may now be made safe for surgery. 


Hernia repair 42.2 
Cholecystectomy 114.0 


Gastric resection 


54.0 


Colon resection 37.0 


Acute appendicitis 49.0 


NITROGEN LOSSES IN SURGICAL PATIENTS (after Rhoads*) 


*COMPLETE DATA IN ORIGINAL ARTICLE (Rhoads, J. E.: Internat. Abst. Surg. 94:417 (My? 1952.) 


Patients about to undergo extensive surgery! 
frequently have negative nitrogen balance and 
protein deficiency. And after any severe trauma, 
including extensive surgery, the rate of protein 
breakdown is increased. 

It is also well recognized that patients with a 
strongly negative nitrogen balance are much 
more prone to suffer delayed wound healing?, 
secondary infections*, shock? and delayed con- 
valescence?, 

The need for an effective protein anabolic 
agent is stated by Moore and Ball>—“there is one 
unbreakable rule of surgical convalescence: to 
complete his recovery, regain strength and re- 
turn to work the patient must come into positive 
nitrogen balance.” 

Nilevar (brand of norethandrolone) is a new 
anabolic steroid which rapidly and effectively re- 
verses or diminishes excessive protein catabolism 
and nitrogen loss accompanying major surgical 
procedures. The protein anabolic activity of 


Nilevar is specific. There are usually minimal or 
no androgenic side effects. 

In addition to its use both preoperatively and 
postoperatively, Nilevar is indicated in all con- 
ditions in which excessive protein catabolism 
(nitrogen loss) hinders or delays convalescence: 

Recovery from pneumonia, poliomyelitis, se- 
vere burns and fractures, and in the care of pre- 
mature infants, decubitus ulcers and wasting 
diseases such as cancer and tuberculosis. 

The daily adult dose is three to five Nilevar 
tablets (30 to 50 mg.). For children the daily 
dosage is 1 to 1.5 mg. per kilogram of body 
weight for the first ten days of treatment, after 
which the daily dosage should be reduced in all 
prepuberal patients to 0.5 mg. per kilogram of 
body weight. Individual dosages depend on the 
need for and the response to therapy. G. D. 
Searle & Co., Chicago 80, Illinois. Research in 
the Service of Medicine. References supplied on 
request. 
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High concentration 


Topical Salicylate Therapy 


for safer, more effective 
relief of rheumatic pain 


M@ Topical salicylate therapy is being 
rediscovered as perhaps the safest, most 
effective remedy for aching joints and 
muscles. 
Increased percutaneous absorption of 
salicylate, with enhanced blood flow 
through the affected tissue is provided 
by BAUME BENGUE, offering up to 2.5 
times more methyl salicylate and men- 
thol than other topical salicylate prepa- 
rations. In arthritis, myositis, bursitis 
and arthralgia, BAUME BENGUE induces 
deep, active hyperemia and localanalgesia. 
Lange and Weiner suggest the term 
“thyperkinemics”’ to describe prepara- 
tions such as BAUME BENGUE which 
produce blood flow through a tissue 
area. They point out that hyperkinemic 
effect, as measured by thermoneedles, 
may extend to a depth of 2.5 cm. below 
the surface of the skin. (J. Invest. Der- 
mat. 1/2:263, May, 1949.) 
Two strengths: regular and children’s. 
TuHOos. LEEMING & Co., INC. 


~ 155 E. 44th Street, New York 17, N.Y. 

Menthol-induced hyperemia plus high local concentration of 

AS : salicylate has been rediscovered as one of the most promptly 

2 x effective remedies for rheumatoid discomfort due to exposure. 

High concentration topical salicylate-menthol therapy (BAUME BENGUE) offers 


safe, penetrating relief of painful joints and muscles caused by overexertion. 


Baume 
Bengue 


ANALGESIQUE 
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Trasentine-Phenobarbital 


integrated relief... TABLETS 'S (yellow, coated). each cach containing 


mild sedation £0 Tresentine® CIBA cad 
CIBA visceral spasmolysis 


Summit, N. J. mucosal analgesia ween Sen 


Entere 
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for added certainty 


in antibiotic therapy... 
multi-spectrum' 


synergistically S MN) rl 
strengthened 


tthe antimicrobial spectrum. 
of tetracycline extended and 
potentiated to include even 
those strains of staphylococci 
and other pathogens resistant 
to previously employed anti- 
biotic therapy; and to provide 


gmamycil 


7a new maximum in thera- 
peutic efficacy 


2. anew maximum in protection 
against resistance 


a 
CAUTION, 


dispersing without 


3. anew maximum in safety and 
toleration 


Capsules * 250 mg. (oleandomycin 
83 mg., tetracycline 167 mg.) 


Pfized World leader in antibiotic development and production 


“Trademark 


| | 
oleandomycin 
3 tetracycline 
250 MG. 
re 


plus a new maximum in 
.. now available 


with new 
mint-flavored 
OLEANDOMYCIN TETRACYCLINE 

A savory mint flavor that adds the fur- 

ther certainty of acceptability to anti- 
biotic therapy, particularly for that 90% 
of the patient population treated in the 
home or office where sensitivity testing 
may not be feasible, and where pleasant 


flavor can make the difference between 
prescription adherence and laxity. 


Sigmamycin for Oral Suspension 


is available in 2 oz. bottles containing 1.5 Gm. of 
Sigmamycin (oleandomycin 500 mg., tetracy- 
cline 1 Gm.). When reconstituted each 5 cc. tea- 
spoonful contains 125 mg. of Sigmamycin 
(42 mg. of oleandomycin as the phosphate salt 
with tetracycline amphoteric equivalent to 
83 mg. of tetracycline hydrochloride). 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
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~MERCK SHARP & DOHME 


ANNOUNCES. 


the most 


effective, 
| longest lasting 
adrenocortical steroid 
yet developed 
for 
SOFT TISSUE, 


intra articular. and 
intra-bursal injection 


V 


V 
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Anti-inflammatory 
effect lasts longer 
than that provided COLE 


by any other 
steroid ester 


for relief that lasts —longer 


Osteoarthritis 
Acute gouty arthri 
“Bursitis 
Tendinitis 
Trigger finger 
Peritendinitis 
Trigger points 
Tennis elbow 
Lumbosacral strain 
Capsulitis 
Rheumatoid arthritis 
Frozen shoulder 
Coccydynia 
Rheumatoid nodules 
Fibrositis 
Tensor fascia lata 
syndrome 
Collateral ligament 
strains 
Sprains 
Radiculitis 
Osteochondritis 
Ganglia 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘HyDELTRA’= 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


5-cc. vials. 


MERCK SHARP & DOHME 
DIVISION OF MERCK @CO.. INC, 
PHILADELPHIA 1, PA. 


UCM (6 days—37.5 mg.) 


HYDELTRA-T.B.A. 
(13.2 days—20 mg. 


2 8 10 2 83 84 $8 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 


Illinois Medical Journal 
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for relief that lasts —longer 


in COLLATERAL 


Osteoarthritis 


LIGAMENT 
STRAINS— 
Tendinitis 


allows early , Trigger 


ambulation Trigger points 
relieves pain Lumbosacral stra 
and swellings Frozen shoulder 
Coccydynia 
Rheu natoid nodules 
Fibrositis 
Tensor fascia lata 


strains 
Radicuitis 
_ Osteochondriti 
Ganglia 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘HyDELTRA’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


5-ce. vials. 


MERCK SHARP & DOHME 
Py 10 
DIVISION OF MERCK @CO., INC. 
PHILADELPHIA 1, PA. 


exceeds that 
Prednisolone Acetate! (8 days—20 mg.) 


provided by any 
other steroid 
ester 


(13.2 days—20 me.) 


Duration of relief 


we 
ae 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 
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(Prednisolone ftertiory-butylacetate, Merck) 


for relief that lasts —longer 


in TENOSYNOVITIS= 
often frees 


Anti-inflammatory 
effect lasts longer | 
than that provided PMACOULE (8 days—20 mg.) 


by any other 
steroid ester 


(6 days—37.5 mg.) 


6 


HYDELTRA-T.B.A. 


(13.2 days—20 mg.) 


Osteoarthritis, 
Rheumatoid arthritis 


Acute gouty arthritis 


Bursitis 
Tendinitis 
Trigger finger 

Tenosynovitis 
Trigger points 


~ Tennis elbow 


Lumbosacral str 
‘Capsulitis 
Frozen shoulder 
Coccydynia, 
Rheumatoid nodules 
Fibrositis 
Tensor fascia lata 
syndrome 
Collateral ligament 
strains 
Sprains 
Radiculitis 
Osteochondritis 


Ganglia 


Dosage: rhe usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 ro 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘ayDELTRA’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


5-ce, vials. 
Gs) 


. 
DIVISION OF MERCK &CO., INC. 


PHILADELPHIA 1, PA. 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 


Illinois Medical Journal 
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in TRIGGER POINT. 
TENDERNESS— 


permits 
painless 
movement 


Duration of relief 
exceeds that 
provided by any 
other steroid 
ester 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 
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(Prednisolone fertiory-butylacetate, Merck) 


for relief that lasts —longer 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- } 
ing on location and extent of | 
pathology. 

Supplied: Suspension ‘HyDELTRA’= 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 
5-ce. vials. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & INC, 
PHILADELPHIA 1, PA, 


Bursitis 
Rheumatoid arthritis 
Osteoarthritis 
Acute gouty arthritis 
Tendinitis 
Trigger finger 
Peritendinitis 
Trigger points 
Tennis elbow 
Lumbosacral strain. 
Capsulitis 
Frozen shoulder 
Coccydynia 
Rheumatoid nodules 
Fibrositis 
Tensor fascia lata tf 
syndrome 


Collateral ligament 
strains 


Sprains 
Radiculitis 


Osteochondritis 
Ganglia 
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(Prednisolone tertiary-butylacetate, Merck) 


for relief that lasts —longer 


Bursitis 


Tennis elbow 
Lumbosacral s 


Capsulitis 


Rheumatoid arthritis 


Frozen shoulder 
Coccydynia 
Rheumatoid nodules 
Fibrositis 
Tensor fascia lata syndrome 


Radiculitis 
Osteochondritis 


Ganglia 


by any other 
steroid ester 


DAYS 


. 


— Collateral ligament strains 
Sprains 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘ 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


5-cc. vials, 


MERCK SHARP & DOHME 
DIVISION OF MERCK &CO., INC, 
PHILADELPHIA 1, PA. 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 


Illinois Medical Journal 


swelling and Trigger finger 
limitation of “Trigger points 
ee 
Anti-inflammatory 
(6 days—37.5 mg.) 
effect lasts longer 4 
than that provided eeuecolo (8 days—20 mg.) = 
f 


Conditions requiring diuretic treatment 
for sustained periods of time can be ideally 
controlled by Diamox. 


Diamox has been found strikingly effective in 
a variety of conditions: cardiac edema, 
glaucoma, epilepsy, toxemias of pregnancy, 
obesity, premenstrual tension. 


Administration of Diamox once daily or every 
other day results in ideal control of edema 
since Diamox is effective in the mobilization 
of edema fluid and in the prevention of 

fluid accumulation. 


A versatile diuretic, Diamox is well-tolerated 

orally, and even when given in long term 

dosage, side effects are rare. Excretion by the y 
kidney is usually complete within 12 hours 

with no cumulative effects. 


Dosage can be adjusted to ensure a restful 
night. 


Supplied: Scored tablets of 250 mg. (Also 
in ampuls of 500 mg. for parenteral use.) 
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ulcer therapy 


provides prolonged relief of ulcer pain.’ 
Kolantyl: 1. Neutralizes acid, 2. Inhibits pepsin, 3. Re- 
lieves hypermotility and spasm through musculotropic 
action, 4. Relieves spasm through neurotropic action, 
5. Eorms protecting demulcent, 6. Inhibits lysozyme. 
~ This combination of ulcer-combating ingredients in pleasant- 
tasting KOLANTYL Gel, or convenient tablets, makes rational 
‘its use as the medication of choice in peptic ulcer therapy. 


Rx Information 


Kolantyl 


Gel and Tablets 


Action: 

Bentyl* content affords spas- 
molysis and parasympathetic- 
depressant actions without the 
side effects of atropine. 

Rapid, Prolonged Antacid Relief 
... Balanced antacids — no lax- 
ation — no constipation 

Proven Demulcent Action... 
Helps protect normal cells, en- 
courages cellular repair 


Anti-enzyme Action... Necrotic 
pepsin and lysozyme action 
checked 


Composition: 


“Each 10 ce. of KOLANTYL Gel or 


each KOLANTYL tablet contains: 
Bentyl Hydrochloride 
Aluminum 

Hydroxide Gel 
Magnesium Oxide 


Sodium Laury] Sulfate. ..25 mg. 


Methylcellulose 


Dosage: 

Gel —2 to 4 teaspoonfuls every 
three hours, or as needed. Tab- 
lets —2 tablets (chewed for 


more rapid action) every three 
hours, or as needed. 


Supplied: 
Gel — 12 oz. bottles. Tablets — 
bottles of 100 and 1,000. 


1, Johnston, R.L.: J. Indiana St. M.A. 46:869, 
1953. 2. McHardy, G., and Browne, D.: Southern 
M. J. 45:1139, 1952. 


*Merrell’s distinctive antispasmodic that is more 
ffective than pi free from side effects of 
atropine.” 


THE WM. S. MERRELL COMPANY 
New York * CINCINNATI * St. Thomas, 


Merrell 


Pioneer in Medicine 
for Over 125 Years 


T.M. "BENTYL’, KOLANTYL® 


Angina Pectoris 
The Attacks Lessen and 
The Patient Loses His Fear 


ach long-acting tablet provides the sustained coronary vaso- 
dilating effect of 10 mg. pentaerythritol tetranitrate (PETN) 


as well as the tranquilizing, anxiety-relieving and pulse-nor- 
malizing action of 1 mg. Rauwiloid® (alseroxylon). 


* Reduces incidence of attacks * Increases exercise tolerance 
e Reduces severity of attacks ¢ Produces demonstrable ECG 
improvement 


*Reduces or abolishes need for 
fast-acting vasodilating drugs « Exceptionally well tolerated 


e Reduces tachycardia e Minimal side actions 
» Reduces blood pressure in hyper- Dosage: one to two tablets q.i.d., 
tensives, not in normotensives a.c. and h.s. 


And 


for faster relief of the acute attack 


Medihaler-Nitro 


octyl nitrite (1%) in aerosol solution 


For faster, safer, and more lasting relief of halation equivalent to 1/100 gr. nitro- 
acute anginal attacks ... Measured-dose glycerin . . . fewer side actions than amyl 
inhalation provides instantaneous coronary nitrite . .. pocket-sized aerosol set ... each 
vasodilatation via the lungs . . . one in- 10 cc. bottle delivers 200 metered doses. 


LOS ANGELES 
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SUSPECT 
infantile 
intolerance 


A high-protein, low-fat diet is esse . In the treatment of infantile 


tial therapy. Hi-Pro is a.mixture of diarrheas, a wealth of medical 
spray-dried, detatted and specially _ evidence indicates that a high- 
delactosed cow's millewhich provides protein, low-fat diet is a simple 
your patient with aneasily digested, but effective prescription. Hi-Pro 
soft curd basic food. Unlike many : is a valuable medical tool for 
‘protein milks, H-Profeeding optimum infantile nutrition with 


will not produce acidosis; minimal gastric disturbances. 


HI-BRO 
HIGH PROTEIN 
Low FAT 


We invite you to give Hi-Pro 
a fair trial and discover its 
therapeutic advantages. 
Please send for samples 
and complete information. 
HI-PRO is available in 1-Ib. 
and 24%4-lb. vacuum 
packed tins at all’ pharmacies. 


Phosphorous: 
Potassium 


Calories 421 
Calories per: thsp- 40 


JACKSON-MITCHELL 


Pharmaceuticals, Inc., Culver City, Calif. 
SERVING THE MEDICAL PROFESSION SINCE 1934 


Illinois Medical Journal 


| Cases where HI-PRO Is indicated 
| \ 
| 
| 2 i 
COW'S MILK Z 
PONDER 
CONTAING:. 
Protela 
Fat 
Minerals 
Moisture 
| 


specifically, 

by direct suppression 

of the cough reflex, 

But unlike narcotics, 
Romilar does not cause 
central depression, 
drowsiness, constipation, 
or other side effects. 
Available as syrup, 
tablets, and expectorant 


(@ NH),Cl). 


Romilar® HBr — brand of dextromethorphan HBr 
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Us stuck 


pain relief 


plus 


antibacterial action 


AZO GANTRISIN 


In urinary tract infections, Azo Gantrisin usually provides 


effective antibacterial control (local and systemic), 
together with prompt relief of associated pain and 


discomfort . . . by combining well-tolerated Gantrisin 


with a clinically proved urinary analgesic. 
Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin | 
Roche plus 50 mg phenylazo-diamino-pyridine HCl.” 
_Gantrisin® brand of sulfisoxazole 
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Striking reltef from nausea of pregnancy: 


MAREDOX 


brand-Cyclizine Hydrochloride and 
Pyridoxine Hydrochloride 


Just one tablet a day, on rising or 
at night, restores the nausea-free 
status to most pregnant women. 


Each tablet of ‘Maredox’ contains: 
‘Marezine’® brand 

Cyclizine Hydrochloride ....... 50 mg. 
Pyridoxine Hydrochloride ...... 50 mg. 


BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York 
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a true calmative 


Y Ectylurea, AMES 


the power of gentleness 


helps patients face everyday anxieties and tensions ° 


action promotes an over-all calmness...’’* 


New and Different * not a hypnotic-sedative—unrelated to any available chemo- 
psychotherapeutic agent * no evidence of cumulation or habituation * does not cause 
gastric hyperacidity * unusually wide margin of safety—no significant side effects 


Dosage: 150-300 mg. three or four times daily. 
Supplied: 300 mg. scored tablets, bottles of 48. 


*Ferguson, J. T.: J. Am. Geriatrics Soc. 4:1080, 1956. 


AMES COMPANY,INC ELKHART, INDIANA 24956 
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symptomatic 
relief... plus 


Achrocidin 


Tetracycline-Antihistamine-Analgesic Compound 


Available on prescription only 


AcurocipIn is a well-balanced, comprehensive formula ACHROMYCIN® Tetracycline . . 125 mg. 
directly modifying the complications of the common po a ce EET 30 mg. 
cold or upper respiratory infections. Salicylamide 150 mg. 
Chlorothen Citrate. ...... 25 mg. 

In addition to the direct benefit of rapid symptomatic Bottle of 24 tablets. 


improvement, ACHROCIDIN promptly controls the bac- 
terial component frequently responsible for the devel- 
opment in susceptible individuals of sequelae such as 
otitis media, sinusitis, adenitis, and bronchitis. 


ACHROCIDIN is convenient for you to prescribe—easy 
for the patient to take. Average adult dose: two tablets 
three or four times daily. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK D> 
*TRADEMARK 
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A 27-year-old man, a chronic alcoholic, was admi 
tory of an alcoholic spree followed by 
and chills and fever. is 


tted with a hj 
a cough, greenish sputum 


X-ray of the chest revealed corisidey 


hospital day. After 10 days 
for discharge. 


ment with 
iromyein of A second patient 
ad a clinical course 
with cure obtained | 


cin per os every four hours for 14 
patients with 


influenzae p 


neumonia 
vith influenzae pne 


and bacteremia, 
umonia and bacteremia h 
one previously reported, 
500 ing. of erythromy 


almost 
identical to the 


treatment with 


days, 
Of these 132 


bacterial Pneumonia, 127 


(96%) had a good clinics} 


delayed resolution after treatment. 


q 
rytiromycin in treating Pheymonia 
‘Pneumonia 
4 
Physical inati 
‘cated pneumonia in the right lower lobe. This was 
| blood revealed gram-positive diplococei ang 
© patient was treated with erythromycin, 300 mg. every 
| hours per os. His tempera d to normal by 48 hoy 
ours an 
able earing b d 
ng by the fourth 
a ospitalization, the patient was fit 
Patient with loba, jumonia had a good initial 
response but had 


Highly Sportive tn 


In one investigation, 75 adult patients with bacterial pneumonia 
were treated with erythromycin. In his summary, the clinician re- 
ported: ‘‘It is concluded that erythromycin is highly effective in the 
treatment of pneumonia due to gram-positive bacteria.’ 

This, of course, is only one of many reports showing the effective- 
ness of ERYTHROCIN against coccic infections. You’ll get the same 
good results (nearly 100% in common, bacterial re- 
spiratory infections) when you prescribe ERYTHROCIN. 


(Erythromycin, Abbott) 


STEARATE 


Wb Seuous Sie 


After a study of 171 patients treated with erythromycin, the investi- 
} : gator wrote: “No serious side effects occurred with prolonged therapy 
; or with doses up to 8 Gm. per day in the severe infections.’” 
Actually, ERYTHROCIN stands on a remarkable record of safety. 
After four years, there’s not a single report of a severe or fatal reac- 
| tion attributable to erythromycin. In addition, you’ll find allergic 
manifestations rarely occur. Filmtub ERYTHROCIN Ob Rott 
/ Stearate (100 and 250 mg.), in bottles of 25 and 100. 


a ® Filmtab—Film-Sealed tablets, Abbott; pat. applied for. 
ntibiotie- 


annual 


55-19 
" 


2 


1. Romansky, M.J., et al., Antibiotics Annual 1955-1956, p. 48, 


2. Waddington, W. S., Maple, F. C., and Kirby, W. M. M., 
A.M.A. Archives of Internal Medicine, 1954, p. 556. 


| 
if] 
< 
, 
; 
cate 
a 
é 


MYSTECLIN SUSPENS 


Steclin-Mycostatin (Squibb Tetracycline-Nystatin) 


Another form of the only broad spectrum 
antibiotic preparation with added protection 
against monilial superinfection 


PLEASANT TASTING — Mysteclin Suspension is pleasant- 
ly fruit-flavored and will appeal to taste-conscious 
youngsters as well as to adults who prefer liquid 
medication. 

BROADLY EFFECTIVE — Mysteclin Suspension provides 
well tolerated therapy for the many common infec- 
tions which respond to tetracycline—and also acts to 
prevent monilial overgrowth. 

READY-T0-TAKE — Mysteclin Suspension requires no re- 
constitution and can he given by simple teaspoon 
dosage to patients of all ages. 

MYSTECLIN SUSPENSION: a fruit-flavored oil suspension 
containing the equivalent of 125 mg. Steclin (Squibb 
Tetracycline) Hydrochloride and 125,000 units My- 
costatin (Squibb Nystatin) per 5 cc. teaspoonful. 
Supplied in two-ounce bottles. 


Also available as Capsules (250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin) and Half Strength Capsules (125 mg. 
Steclin Hydrochloride and 125,000 units Mycostatin). 


Squibb Quality — the Priceless Ingredient 


*sTEcLin’®, AND ‘MYCOSTATIN’® ARE SQUIBB TRADEMARKS 
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severe asthma 


is usually aggravated 
and prolonged 


by a strong emotional overlay 


In one study, “Thorazine’ 
relaxed and improved 11 of 
12 patients within one hour 
after injection . . . in one case 
“appeared to be life-saving.” 


‘Thorazine’ promptly alleviates the emotional 
stress which may precipitate, aggravate or 
prolong an asthmatic attack. It enables the patient 
to sleep, yet does not depress respiration. 


Available: Ampuls, Tablets, Syrup (as the * 
hydrochloride), and Suppositories (as the base). 


Smith, Kline & French Laboratories, Philadelphia 


1. Ende, M.: Am. Pract. & Dig. Treat. 6:710 (May) 1955. 
*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 


one of the fundamental drugs in medicine 
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Washington, D. C. — A new venture in fed- 
eral medical care—the armed forces dependents 
medical care program—was launched on sched- 
ule December 7, and 2 million dependents of 
servicemen became eligible for hospitalization 
and extensive medical care. 

The “medicare” program, because it is a pio- 
neer effort, will be watched closely by members of 
Congress, the armed services and the medical 
profession. Congress will be interested in keeping 
track of the cost of the program as well as the 
availability of care. 

The Defense Department has earmarked $41 
million for the program through next July 1. 
Thereafter it is estimated the cost will run be- 
tween $60 million and $70 million a year. When 
the program is operating at its peak, as many as 
800,000 dependents not now getting care at U. S. 
expense are expected to be participating. 

In all but a few states, provision of medical 
care outside military facilities is being made un- 
- der agreements signed between the state medical 
societies, contracting agent (generally Blue 
Shield) and the Army which is the executive 
agent for Defense 

The contracts run for seven months, and all 
states are expected to renegotiate contracts prior 
to their expiration next July 1. New contracts 
naturally would reflect the experience gained 
since December 7. 

As the vast new project went into force, the 
newly created Office of Dependents Medical Care 
(ODMC) stressed that the law intended that 
civilian medical care under the program should 
be comparable to that provided in armed services 
facilities. Participating physicians receive pay- 
ment in full from the goverment under a pub- 


2B 


lished schedule of allowances. ODMC said this 
means that the doctor will receive payment for 
his usual charge or the amount set in the sched- 
ule, whichever is less. 

ODMC made these additional points: 

1. In instances in which the physician believes 
that an allowance greater than that prescribed 
in the local schedule is justified, he should look 
to the government rather than the patient for 
payment. Provisions have been made for him to 
submit a special report to his state medical soci- 
ety and the societv, in turn, to the government. 

2. Military dependents may submit as identi- 
fication their post exchange card, the combined 
post exchange-commissary-military medical care 
card, or the standard military dependent identi- 
fication card. A special medicare card is being 
prepared, and after next July 1 will be the only 
identification allowed for this purpose. 

3. There are no plans in Defense for authoriz- 
ing payments for drugs, medicinals or other 
medical supplies, except those furnished while 
hospitalized or those administered directly by a 
physician. 

4. The claim form to be used by physicians in 
the. medicare program is called “Statement of 
Services Provided by Civilian Medical Sources.” 
ODMC said sufficient supplies have been fur- 
nished by all state agents. 

5. The law and implementing regulations do 


- not permit payment for any medical care, serv- 


ices or hospitalization prior to December 7; this 
includes prenatal care. 

The broad outline of legislative proposals to 
come from the administration in the newly con- 


(Continued on page 32) 
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recognized 


potent, specific anti-arthritic | 


established 


by over 100 million patient days 


substantiated 


‘in more than 700 published reports 


BUTAZOLIDIN 


(phenylbutazone Geicy) 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 


over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the most effective 


anti-arthritic agents currently available. 
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1. Color-coded diets of 1200, 1600 and 1800 calories are 
based on nutritionally-sound Food Exchanges." 

2. Easy-to-use Food Exchanges (referred to in the Knox 
booklet as Choices) eliminate calorie counting by patient. 
3. Diets promote accurate adjustment of caloric levels to 
the special needs of the patient yet allow each individual 
considerable latitude in the choice of foods. 

4. More than six dozen appetizing, low-calorie recipes are 
presented on the last 14 pages of each diet booklet. 


1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists’’ prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 
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Chas. B. Knox Gelatine Co., Inc. 
Professional Service Dept. [M-21 
Johnstown, N. Y. 


Please send me ..... .. dozen copies of the new illus- 


trated Knox Reducing booklet based on Food Exchanges. 


Your Name and Address 
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In the arthritides 


prudent course 


Ulysses and the Sirens—from a vase in the British Museum. 


between the hazards of high steroid dosage 
and the frustration of inadequate relief 


; Because of the complementary action of cortisone and the 
salicylates, Salcort produces a greater therapeutic response 
with lower dosage. 

One study concludes: “Salicylate potentiates the greatly 
reduced amount of cortisone present so that its full effect 


is brought out without evoking undesirable side reactions. 


indications: 


Rheumatoid arthritis ... Rheumatoid spon- 
dylitis . . . Rheumatic fever . . . Neuromus- 
cular affections. 


‘Busse, E.A.: Treatment of Rheumatoid Arthritis 
by a Combination of Cortisone and Salicylates. 
Clinical Med. 11:1105. 


The S. E. MASSENGILL Company, Bristol, Tennessee 
+ SAN FRANCISCO 


NEW YORK ~- KANSAS CITY 
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each tablet contains: 


Cortisone acetate. ........ 2.5 mg. 

Sodium salicylate. ........ 0.3 Gm. 

Aluminum hydroxide gel, dried . . . 0.12 Gm. 

Calcium ascorbate ........ 0 mg. 
(equivalent to 50 mg. ascorbic acid) 

Calcium carbonate ........ 60.0 mg 


*U.S. Pat. 2,691,662 
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WASHINGTON (Continued) 


vened 85th Congress was first sketched by HEW 
Secretary Folsom in several appearances before 
newsmen in December. Among them are: (1) 
federal grants to medical schools for teaching 
facilities, (2) authorization for smaller insur- 
ance companies to pool resources without violat- 
ing the anti-trust laws in an effort to encourage 
expansion of voluntary health insurance. (3) 
increased attention to problems of older persons, 
particularly in health and adult education, (4) 
continued expansion aand improvement in voca- 
tional rehabilitation, and (5) expansion of staff 
and facilities of the Food and Drug Administra- 
tion. 

Following up President Eisenhower’s plea for 
increased utilization of backed up stocks of Salk 
poliomyelitis vaccine, Secretary Folsom told a 
National Press Club audience: “. . . we have a 
new danger — the danger of public apathy. It 
is ironic that in the face of such a dread disease, 
larger quantities of the vaccine are not being 
used.” The President has urged that the vaccine 


be given additional groups, including young 
adults. 
NOTES 

A “package” bill combining both basic and 
major medical expense insurance is being 
worked on by the Government for its civilian 
employees . . . A special advisory committee 
headed by Dr. Russell Nelson of Johns Hopkins 
Hospital has asked hospitals to set up pilot 
projects to see how to revise care given long- 
term patients in hospitals, and also cut costs... 
The national illness and disability survey voted 
by the last Congress will be supervised by For- 
rest E. Linder, PhD., former head of social sta- 
tistics for the United Nations. . . 

< > 

There is much evidence that the immunity 
resulting from primary infection in childhood 
is bought at a great price. The risks that it en- 
tails are not small, since tuberculosis infections 
that remain latent during the early years of life 
may flare up in the form of overt disease after 
puberty. René Dubos, Am. Rev. Tuberc., Aug. 
1956. 
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PFIZER LABORATORIES Division, Chas. 
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neomycin and ethamicort 


NEO-MAGNACORT | 


Pfizer & Co., Inc., Brooklyn 6, New York 
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outstanding 
appetite | 
stimulant In 


TABLET FORM 


Specify INCREMIN TABLETS to stimulate appetite in your problem- 
eater, underweight, or generally below-par patients of all ages. 


INCREMIN TABLETS are highly palatable, caramel flavored. May be 
orally dissolved, chewed, or swallowed. Dosage only 1 tablet daily. 


1-Lysine 300 mg. 
Vv 
Each 1NCREMIN TABLET contains: (Bi) 


Pyridoxine (Be) 
(INCREMIN Drops contain 1% aaa 


Remember INCREMIN DROPS. Same formula. Cherry flavor. Can be 
mixed with milk, milk formula, or other liquid. In 15 cc. polyethy- 
lene dropper bottle. Dosage: 0.5 to 1 cc. (10-20 drops) daily. 


t Lederte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
*Reg. U. S. Pat. Off. 
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tri-sulfanyl 


sulfonamide therapy at its best 


rapid, maximum recovery assured... 
because of rapid, prolonged high blood 
and tissue levels of triple sulfa mixtures. 


crystalluria virtually negligible. As specific as antibiotics in many 
infections, but avoids certain of their complications. Danger of 
moniliasis, gastric upsets, sensitivity, 

blood dyscrasia, t 


the candy-li 


Each 5 cc. of Tri- Sulfanyl syrup, or each tablet contains 0.5 Gm. 
of total sulfas (equal parts of ulfadiazine, sulfamerazine and 
sulfathiazole) with 0.375 Gr f sodium citrate (in syrup only). 


} oz., 16 oz. and gallon syrup; 100 and 500 tablets. 


SAMPLES new lite 


arlington-funk 
division of U.S. Vitamin Corporation, 250 East 43rd St 


Illinois Medical Journal 
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ke flavor of Tri-Sulfanyl syrup appeals to al 
Br 
New York 17, N.Y. 


external 


conditions 


consistently 


respond to... 


Ophthalmic Suspension 


(prednisolone acetate and sulfacetamide sodium) 


Ointment with Neomycin 


; (prednisolone acetate and sulfacetamide sodium with neomycin sulfate) 


_blepharitis “responded dramatically to both the drop | 


and ointment form of therapy” * 
allergic conjunctivitis “cleared almost completely 


in 48 hours...” in 12 of 14 cases — 
acute, infectious, gram-positive conjunctivitis 


38 of 42 cases “subsided within four to seven days....77 
-episcleritis “responded successfully to topical Metimyd.... 
_ marginal ulcers “completely cleared in 24 hours 


‘Abrahamson, I. A., Jr., and Abrahamson, I. A., Sr.: 


Am. J. Ophth. 42:482, 1956. 


_ METIMYp,* brand of prednisolone acetate and sulfacetamide sodium. 
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documented 


experience 


YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHL 2-METHOXY-PROPY LUREA 
; EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 


36 Illinois Medical Journal 
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~The heart of the Filter 
Queen air-purifying 
system is an exclusive, 
cellulose Filter Cone that 
is so sure, so effective it 
has been selected to help filter 
the air in U. S.-atomic research 
laboratories. In fact, this 
Filter Cone will even remove 
tobacco stain from a puff of smoke! 
In thousands of homes, Filter 
Queen has replaced old-fashioned, 
’ unhealthy methods of sanitizing 
with highly favorable results: 
Filter Queen not only filters 
room air and eliminates dust 7 
disturbance, but through a built-in 
Medication Chamber disperses medicinal 
vapors into the room while the patient goes — 
about her ordinary household routine. : 
You must really see — to believe — what Filter 
Queen can do for your dust-allergic patients. We 
will be glad to arrange for a presentation of the 
Filter Queen System at any time convenient 
you —— in your office or home. 
aan Filter Queen, used in America's leading FR EE B 0 0 KL ET! 
Magorine, An illustrated 24-page booklet 
describing the new Filter Queen 
Laboratories, Parents’ Magazine; and is Home Sanitation. System: cand 
advertised in A.M.A.'s Today's Health.” uses is available free upon re- 
quest. Write to Filter Queen 
Educational Division, 203 North 
Wabash Avenue, Chicago 1, Iil. 
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203 NORTH WABASH AVENUE 
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**A GOOD PRESENT DAY ALL-PURPOSE DIGITALIS...GITALIGIN 


---A PREPARATION WHICH HAS A WIDER MARGIN OF SAFETY...’’* 


VISUAL HEART CLINIC—NUMBER ONE OF A SERIES 


RHEUMATIC HEART DISEASE e MITRAL STENOSIS AND INSUFFICIENCY 


ROENTGEN CONFIGURATION — Postero-anterior inati derate heart enlargement—right ventricular en- 


largement—promi of pulmonary artery segment. 
Taken from White Laboratories’ Technical Exhibit, American Medical Association 105th Annual Meeting, Chicago, June 11-15, 1956, 


Every year since 1950 when Batterman, et al., «) Widest safety margin of any currently 


published the results of their study of 230 car- available digitalis glycoside (average ther- 
diac patients, clinical evidence has repeatedly apeutic dose only 1/8 the toxic dose; in 
confirmed the therapeutic advantages of contrast, therapeutic doses of other prep- 
GITALIGIN. arations are approximately 2/3 toxic dose) 


For initial digitalization and maintenance, (2) Uniform clinical potency 
GITALIGIN has proved to be “the digitalis of’ «s) Moderate rate of dissipation 
choice” for these significant reasons: (a) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GITALIGIN: 0.5 mg. of 
GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 0.5 mg. digoxin. 


(WHITE*’S BRAND OF AMORPHOUS GITALIN) 


TABLETS—BOTTLES OF 30, 100, AND 1000. DROPS—30 CC. BOTTLES WITH DROPPER CALIBRATED 
FOR 0.05, 0.1, 0.2, 0.3, 0.4 AND 0.5 MG. 


INJECTION—S CC. AMPULS CONTAINING 2.5 MG. (0.5 MG. PER CC.) OF GITALIGIN, PACKAGES OF 3 AND 12 AMPULS. 
J.C.: "ARIZONA MED. 12:239 (JUNE) 1955. 


_ White Laboratories, Ine. Kenilworth, New Jersey BIBLIOGRAPHY FURNISHED ON REQUEST 
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SENSITIZ 


POLYSPORI 


POLYMYXIN B—BACITRACIN OINTMENT 


brand 


For topical use: in % oz. and 1 oz. tubes. 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CoO. (U.S.A.) INC., Tuckahoe, N. Y. 
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In the tight, uncomfortable bronchial cough 
accompanying colds, influenza or bron- 
chitis, Synephricol provides the deconges- 
tion necessary to permit free breathing and 
elimination of excess mucus. 


Synephricol is expectorant, and more — 
it thins the viscous mucoid bronchial secre- 
tions, and it decreases bronchial irritation 


by sympathomimetic and anti-allergic 


Synephricol, Neo-Synephrine (brand of phenylephrine) and Thenfadil (brand of thenyldiamine), trademarks reg. U.S. Pat. Off. 


action. 


RELIEF 
+ 
DECONGESTION 


Each teaspoonful (4 cc.) of 
pleasant flavored Synephricol contains: . 


Neo-Synephrine® hydrochloride ............ 5.0 mg. 
Thenfadil® hydrochloride 4.0 mg. 
Dihydrocodeinone bitartrate ................ 1.33 mg. 
Potassium guaiacol sulfonate .............. 70.0 mg. 
Ammonium chloride 70.0 mg. 
Menthol 1.0 mg. 
Chloroform 0.02 cc. 
Alcohol 8% 
Exempt narcotic 


Average adult dose: 1 or 2 teaspoonfuls every two to four 
hours. Supplied in bottles of 1 pint and 1 gallon. 


LABORATORIES 
NEW YORK 18, N. Y. 
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CHLOROMYCETIN CHLOROMYCETIN 
ANTIBIOTIC A ANTIBIOTIC A> 
ANTIBIOTIC B ANTIBIOTIC B 
{ANTIBIOTIC ANTIBIOTIC C 

/ 


' 


HEMOLYTIC MICROCOCCUS AUREUS 
(729-776 STRAINS) 


NONHEMOLYTIC MICROCOCCUS AUREUS 
(363-418 STRAINS) 


CHLOROMYCETIN CHLOROMYCETIN 
ANTIBIOTIC A _-ANTIBIOTIC A 
ANTIBIOTIC B ANTIBIOTIC B 
JANTIBIOTIC c ANTIBIOTIC c 
' 

' 
i 
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AEROBACTER AEROGENES 
(153-193 STRAINS) 


ESCHERICHIA COLI 
(478-586 STRAINS) 


t 


antibacterial 
for today’s problem pathogens 


efficacy... 
blood studies should be made when the patient 
requires prolonged or intermittent therapy. 


CHLOROMYCETIN is a potent therapeutic agent 
and, because certain blood dyscrasias have been 
associated with its administration, it should not be 
used indiscriminately or for minor infections, Fur- ag 
thermore, as with certain other drugs, adequate ‘Jan. 22) 1955.” 


: PARKE, DAVIS & COMPANY 


157:305 (Jan. 22) 1955. 


DETROIT 32, MICHIGAN 
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PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 


WITHOUT HOSPITALIZATION 
AND GOOD TASTING, TOO! 


Nulacin 


A recent clinical study* of 46 ambulatory nonhos- 
pital patients treated with Nulacinf and followed 
up to 15 months describes the value of ambulatory 
continuous drip therapy by this method. Total 
relief of symptoms was afforded to 44 of 46 patients 
with duodenal ulcer, gastric ulcer and hyper- 
trophic gastritis. 

The delicately flavored tablets dissolve slowly in 
the mouth (not to be chewed or swallowed). They 
are not noticeable and do not interfere with speech. 

Nulacin tablets are supplied in tubes of 25 at 
all pharmacies. Physicians are invited to send for 
reprints and clinical sample. 


HORLI c KS *Steigmann, F., and Goldberg, E.: Ambulatory Continuous Drip Method 
CORPORATION in the Treatment of Peptic Ulcer, Am. J. Digest. Dis. 22:67 (Mar.) 1955. 
Pharmaceutical Division +Mg trisilicate 3.5 gr.; Ca carbonate 2.0 gr.; Mg oxide 2.0 gr.; Mg 


carbonate 0.5 gr. 
RACINE, WISCONSIN 
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Overeating is a bad habit— 
you can help your patients 
to break it 


vih Dexedrine 


Available as tablets, elixir, and Spansulet 
sustained release capsules. 


*T.M. Reg. U.S. Pat. Off. 
for dextro-amphetamine sulfate, S.K.F. 


{T.M. Reg. U.S. Pat. Off. 
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S 10 min., 35% 


after 30 min., 14% 


PENICILLIN 


after 60 min., <1% 


PENICILLIN V 


The penicillins have been subjected toa px of — 
1.5 at 37°C. at the stated time intervals. The 
percentages shown express the residual potency. - 


Lity 


QUALITY / RESEARCH 


The penicillin designed specifically for oral administration 


V-CILLIN 


(Penicillin V, Lilly) 


‘V-Cillin’ is the only penicillin that passes 

Dosage: 125 to 250 mg.(200,000 through the stomach without significant loss of 

en eae potency and is rapidly absorbed in the duo- 

aaa Pulvules—125 and = denum. Thus, ‘V-Cillin’ usually gives you a 

; clinical dependability comparable to that of 

Also, ‘V-Cillin-Sulfa’ (Penicil- erally agrees that ‘V-Cillin’ can be effectively 

lin V with Triple Sulfas, Lilly), and safely used in many conditions previously 
tablets and pediatric suspension treated parenterally. 


Pediatric suspensions—125 and 


733004 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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A New Approach to the Emergency Treatment 
of Sickness Caused by Narcotic Withdrawal 


EvuceneE F, Carey, M.D., CHicaco 


S a surgeon of the Chicago Police Depart- 

ment, I am frequently called upon to treat 
a sickness, (rare to most doctors, but common 
to the police), which overcomes narcotic ad- 
dicts, who have been deprived of their drugs 
by enforcement officers. 

The condition is called “narcotic withdrawal 
sickness”, and is characterized by definite signs 
and symptoms. Its severity depends upon the 
strength of the drug the addict is using at the 
time of withdrawal, as well as the location 
where the withdrawal occurs. Apart from these 
causes, neither sex, race, color nor age seems to 
have much or any effect. The strength of the 
drug (generally morphine or heroin) will de- 
pend entirely upon the amount of and frequency 
of dilution of the “market” supply and the num- 
ber of dope peddlers through whose hands the 
narcotic has passed before its purchase by the 
addict. 

There are several ways in which withdrawal 
sickness may be brought on and which can 
govern its acuteness. 

First: By a simple home reduction plan. Here, 


Presented as part of the New York Academy of 
Science’s Conference on Reserpine, February 3 and 4, 
1955. 

Surgeon, Chicago Police Dept. 


surrounded by his family or friends, the patient 
decides to reduce his dosage, or to go on a diet. 
His supply and his source of supply are good. 
He can govern his sickness according to his will. 
His mind has nothing on it but a desire to cut 
down his load a little. So he takes the “bite” as 
much as he wants. 

Second: “The Market Panic.” This follows 
unlooked for pressure or a raid by enforcement 
officers. The source of supply is suddenly 
knocked out and the peddlers are jailed or scat- 
tered. Here the addict or “junkie” is faced with 
a great problem. Suddenly he is forced to go on 
“short rations.” His holding supply of the drug 
usually is very small, and he begins to worry. 
Sooner or later his worry becomes a “panic.” 
He knows that if he runs out he can’t borrow 
a shot from any of his friends even if they 
know it will save his life. Nor will he part with 
any of his own supply at any time, for a genuine 
morphine addict is notoriously one of the world’s 
most miserly persons. No matter how great his 
supply may be, he will never part with a bit of 
it. He will suggest you go and find yourself a 
peddler as he did. Hence, when an addict tells 
you that he got his first shot from another ad- 
dict, he is lying. The truth is that he got his first 
shot from either a pusher or a peddler. 
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Third: The cure: Often an addict will decide 
to take the “eure.” Mostly this act is born of 
his own free will, and there are two ways he 
can go about it. For example: either he or his 
family may have the means to buy his way as 
a patient into a sanitarium, or, he may volunteer 
‘as a patient in a governmental treatment facil- 
ity. Wherever he lands upon the cure route, 
he knows he will receive adequate care and be 
given either a gradual reduction treatment or 
else a substitute drug. In a sense, this all 
amounts to a sort of vacation. Wherever he is 
able to go, he no longer has a care in the world. 
His troubles are all left on the outside. He knows 
he came of his own volition, and that he may 
leave at his own request and convenience. It is 
surprising how many of these people take the 
cure, because they want to hide out for some 
reason, and at the time talk about possibilities 
in other towns with those who are likewise tak- 
ing the cure. Narcotic enforcement officers are 
prone to argue just how far away from a cure 
institution many of these addicts get before 
they again take a shot. = 


Fourth: “Kicking the habit”: This happens 
when an addict is picked up by the police and 
lodged in jail. He is detained in a concrete 
floored, steel barred cage or cell after he has 
been catalogued and screened. Then he is left 
to his own resources. There may be other addicts 
in the same cell with him. None knows what 
is next on the agenda, what is to happen to him, 
or where he will go. In time, the drug within 
each one’s system begins to wear off. One yawns, 
then they all yawn. Next follows lacrimation, 
retching, vomiting, running bowel, twitching, 
jerking. Their vertebral canal seems to fill with 
ice water, they say, and soon this chilly ache 
becomes a tortuous, unbearable freezing pain, 
not alone in the back, but all over the body. It 
causes them to cry piteously, scream and con- 
vulse. This is withdrawal sickness. 


In each of the -four ways mentioned, it is easy 
to see that the mental attitude of the patient 
plays a very important part in his sickness. It 
gives some insight as to how the patient may 
feel about the onset as well as the outcome of 
his sickness. This attitude can and does have 
much to do with the whole affair. We must re- 
member then that his mental attitude is of 
paramount importance to the addict, and can, 


2 


in fact make or break him. 


We do not pretend to know why addicts take 
drugs. All we have ever found out is what 
they tell us, that the taking “makes them feel 
normal.” This, of course, means that taking a 
drug brings about a feeling that is pleasing to 
the addict. It is his idea of how he wants to 
feel. It must follow then that a non-addict’s 
feeling of normalcy would be abnormal to an 
addict. The addict takes his drug and when 
that peculiar feeling of his norm begins to per- 
meate his entire system, then, and only then, 
does he feel normal, and the larger the dose, the 
greater becomes his feeling of normality. 


You will note that we mentioned morphine 
and heroin earlier. This was done in order to 
direct your attention to the fact that there are 
two types of addicts. Although both drugs come 
from the same source, each creates its own in- 
dividual kind of addict. 


Morphine produces a passive type of indi- 
vidual, a group comprising slinking, cringing 
persons such as the petty thief, the shoplifter, 
the pickpocket, or the prostitute. When they 
steal or purloin the property of someone else 
they take only enough to enable then to buy a 
supply of their favorite drug. 


Heroin, on the other hand, develops the 
vicious killer who so often resorts to cruel, in- 
human, lustfully barbaric sorts of crime. He 
may and can easily become one of the assassin 
type, who frequently teams up with a heavy 
marihuana smoker. For some unknown reason 
these addicts seem to flock together; just the 
opposite to the morphine takers. They try to 
look alike; the zoot suiters of yesterday, or the 
ones of today that we recognize by their tight 
fitting dungarees, cowboy boots, hatless and with 
“T1).A.” haircuts and sideburns, and open zip- 
pered sport jackets. 


The “ladies of the needle” too, have a peculiar 
mental quirk. Their twist is not the oldest but 
certainly is one of the oddest to come down thru 
the years. Long ago the professional prostitute 
noted cessation of menses when she became an 
addict. This, she reasoned would accomplish two 
things for her: It would act as a contraceptive 
by stopping the menstrual flow, and it would 
permit a longer working month. The second idea 
worked out well, but the first idea did not al- 
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ways hold true. Consequently many a child 
was born who “kicked a habit” during the first 
few hours of its life. 

Going back for a moment, you will again note 
the mention of two drugs, this time heroin and 
marihuana. While their potentials for activating 
the mental attitude are somewhat similar, their 
origins are far apart, as are their ways of tak- 
ing hold upon a person. For example: heroin 
invites “addiction” as does morphine or any 
other of the opium series. On the other hand, 
marihuana invites “usage,” as does cocaine. ‘The 
reaction of the opium drugs when withdrawn, 
invites a definite and severe withdrawal sickness 
whereas, with cocaine and marihuana, the end 
results are but a transient although highly nerv- 
ous condition. 

An addict’s definition of addiction is “It is 
a condition brought about by something I take 
that I cannot get along without, because I get 
deathly sick without it.” Here we see the allu- 
sion is to a siege of sickness following with- 
drawal of narcotic drugs. Thus, many of us 
feel that the withdrawal of anything which does 
not invite withdrawal sickness suggests the word 
“usage” rather than “addiction.” It might be 
well to mention here that those who take cocaine 
or marihuana, could be designated as “users” 
just as are those who take alcohol, tobacco, 
coffee, etc. 

Formerly we were able to find cocaine users 
more easily than we can today. Perhaps this 
drug has lost its popularity because marihuana 
is cheaper and easier to get. Cocaine, like heroin, 
may be sniffed up the nose or used hypodermical- 
ly. Regardless of how used, whether sniffed or 
“main lined” directly into the vein, as heroin 
usually is taken, it is known as a pleasure “pop.” 
The euphoria and super-stimulation following a 
“pop” of cocaine is most welcome to the tired 
thinker, especially if he is of the type who oft 
time tends to sympathize with himself as do 
some business men, scholars, musicians, and oth- 
er professional people. Sometimes the dose is 
taken so frequently or is so large, a feeling of 
generalized anesthesia, freezing, or extreme ex- 
citability follows. Thus is invited an antidote 
such as morphine, which when repeatedly taken 
as an antidote, will bring about addiction. 

Once in a great while we find a fellow who is 
a “flier.” In other words, he uses what is known 
as a “speed ball,” which is a mixture or com- 
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bination of both heroin and cocaine. He will tell 
you that the reason he uses a combination such 
as this is because he gets his “jolt” or effect 
quicker and that it sends him “higher.” This 
type of addict-user can become the most trouble- 
some of all known drug takers, because he can 
and often does, lose every vestige of sanity. As 
a rule, this “speed ball” is feared by nearly all 
who use dope, and the only reason one may pos- 
sibly have for using it is to have something to 
brag about when a meeting takes place with 
others of the so-called “cloud riders.” 


Fear is the most important concern in the 
life of an addict. He fears he may run out of 
the stuff. He fears there may be a supply panic. 
He fears anything and everything that may have 
a bearing on his drug. Will he get it? Will he 
not get it? Will it be too adulterated? Will it 
be too strong? Yes, he even fears that his stuff, 
particularly heroin, may be too strong. There is 
a very good reason for this fear. Because of a 
supply panic, or anything else that may affect 
the market supply, the pusher or the peddler 
begins to add more and more adulterant. As the 
drug becomes weaker and weaker because of this 
adulteration the addict in fact, begins unknow- 
ingly to undergo a reduction cure. Thus you 
can see that in time the stuff he may be taking 
could consist of nothing more than the adulter- 
ant, usually milk sugar. This being so, it readily 
follows that if the police pick up the addict at 
this time, he may have very little drug in his 
system. Thus it follows that his withdrawal sick- 
ness will be a very light attack. Hence the inter- 
rogater’s work should be lessened, and so should 
that of the doctor. However, the fear of a po- 
tential sickness now overwhelms the addict and 
this results in our having to do with an excep- 
tionally noisy patient who is totally overcome 
with a self-pity anxiety. Now he may develop 
a needle habit and enjoy making a human pin 
cushion of himself. 


On the other hand, the fear of too strong a 
dose is a real fear, as the addict using heroin 
knows that too strong a dose may kill him. A 
strong killing dose of heroin is known as a 
“hot shot” and is usually given by the peddler 
to a “too talkative to the police” addict in order 
to shut him up. “Dead men tell no tales” nor 
does the recipient of a “hot shot” and it does 
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not leave a clew in a body previously saturated 
with heroin. 


All these details are known to be basic psy- 
chogenic factors which govern those who take 
drugs. While we have accumulated much in- 
formation about those who take drugs, their 
habits, places of abode, where and when to find 
them, as well as a world of knowledge pertaining 
to their drugs nobody, not even the taker of the 
drug himself (be he a savant or a moron), can 
give you any better reason for taking it than that 
already mentioned: it makes him feel “normal.” 


As was said earlier, there are in general, four 
ways of bringing on a withdrawal sickness; in 
the home, because of a panic, as a patient in a 
sanitorium, or by being jailed. 


We of the police department have to do only 
with those narcotics prisoners who receive our 
treatment during the few hours they are in our 
jail. The treatment we give is predetermined by 
the Federal Narcotic’s Law, which is known as 
the Harrison Act. For one dollar a year, we doc- 
tors can register with the Internal Revenue De- 
partment and in turn get a special tax stamp 
which permits us the use of opium, coca leaves, 
marihuana, etc., in our practice of medicine; 
and to do this to the best of our judgment. But, 
says this law, in a sense, “Do not let us catch 
you using your judgment.” Now, this interpre- 
tation may sound funny, but really there is 
nothing funny about it. It makes you think 
and when you have given proper thought you 
understand that it really means “Have nothing 
to do with a known addict or user of these taboo 
drugs anywhere at any time, unless it be in a 
regularly recognized institution designed and 
equipped to care for such patients.” By follow- 
ing this advice you will have nothing to worry 
about in your practice, regardless of your 
specialty. 


At our Central Police Headquarters in Chi- 
cago, we have a department set aside for nar- 
cotic offense cases. It is supervised by Lieut. 
Joe Healy who directs the police narcotic ac- 
tivities all over the city, as well as his aides 
within headquarters. Two of these headquarters’ 
aides are those old time narcotic police officers, 
William Freund and Harry McMahon. They in- 
terrogate and catalogue all narcotic prisoners 


picked up by the police and this author has been 
associated with them. In their years of helping 
interrogate, catalogue and detain over 30,000 
narcotic offenders, both Freund and McMahon 
have developed clever approaches to the several 
types of prisoners, and this, in turn, enables 


them better to understand and read reactions,. 


as well as to obtain needed information. 


It might be well to point out here the law 
does not require that a person shall be jailed 
simply because he takes a drug. Some reasons 
for being jailed are because he may be picked 
up for possession, peddling of drugs, for robbery 
or for some other crime. All of this comes out 
during interrogation and cataloging while he 
or she is in detention for the few hours before 
being sent before the narcotic’s court judge, who 
disposes of the case either by dismissal or order- 
ing a short jail term or a long penitentiary sen- 
tence, as the case may warrant. Remember 
please, that the prisoner’s detention in our police 
headquarters rarely exceeds 48 hours and gen- 
erally 24 hours or less. 


Now those of us who attend a prisoner af- 
fected by withdrawal sickness know about the 
Federal Act, which governs the use of drugs 
listed in the Act. We also know that the ideal 
treatment for this sickness would be a dose of 
the drug used by. the addict. We also appreciate 
that we are not equipped as a narcotic hospital 
or as any kind of institution or clinic designed 
for the work of treating addicts. We also know 
that Uncle Sam frowns upon treating narcotic 
cases in a cell room for but a few hours, be- 
cause this is a long drawn out affair wherein 
the addict should receive recognized and ade- 
quate care. Above all, we remember that we are 
doctors within the police department and that 
we, too, are a part of it. But even so, we must 
abide by the law just as does any other doctor 
who wants to stay out of trouble with the gov- 
ernment. This being so, how then do we treat 
our narcotic addicts? 


Well, to begin with, conditions would be 
better all the way around if we were permitted 
to utilize any of the high grade substitute drugs 
(Demerol,® Dolophin®) available today. But the 
sad part of all of this is that these drugs 
which are recognized as real substitutes, and 
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so used in proper treatment institutions, also 
have their usage governed by the Harrison Act. 
Thus, ‘they too, are out of our reach. Nor can 
we send the patient to a local hospital, for no 
hospital will accept a narcotic case, especially 
one sent in under police escort. 

About the most useful emergency drug appli- 
cable to our narcotic cases is a heavy dose of 
bromide. In order to do any good, however, the 
dose must be very large and frequent. Here we 
have a drug which because of a necessarily large 
dose will most times upset a stomach undergoing 
narcotic withdrawal. Then again we invite not 
only a servere bromide rash but a new kind of 
habit, bromism. 

Another medication used is barbiturate. Here 
too, is needed a large dosage, one that pro- 
vokes a poisoning problem of its own as well 
as a habit. Adding an additional stomach upset 
by either the bromide or the barbiturate to that 
of the withdrawal sickness, does not seem to 
do the patient any good. It doesn’t make sense. 


Recognizing the fact that a metropolitan 
police headquarters lockup is not a place in 
which to treat a narcotic patient because there 
are no beds; no regularly organized nursing 
care; that the prisoner is with us for only a few 
hours at the most; and finally, that there is no 
opportunity for the police doctors to follow up 
a case, it becomes apparent that we who have 
to do with a passing or temporary narcotic 
treatment problem are ever on the lookout for 
and ready to welcome any pharmaceutical prod- 
uct we can lawfully use, and above all one that 
will cancel out the mental terrors and fears 
which overcome the addict when he is “freshly 
plucked from the tree” and brought to police 
headquarters, where he is faced with an attack 
of narcotic withdrawal sickness. 


In the medical journals some time ago, we 
began to find news concerning Rauwolfia serpen- 
tina and how it was being used in hypertensive 
eases. After a time, we began to use serpentina 
on a few addicts who were hypertensives. Un- 
fortunately, these prisoners had left the lockup 
before we got around to see them again. But 
on asking another prisoner or two as well as 
our interrogation men, we were told they were 
all right when they left. Of course, we never 
fully knew from this what “all right” meant. 


As time went on and the pure alkaloid 
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Reserpine® was presented, we began to hear of 
its use in mental cases and the remarkable re- 
sults obtained thru its use. Somehow or other, 
we failed to compare the narcotic addict’s men- 
tal problem with that of any other mental case. 
However, one day we saw some pictures of a 
vicious monkey and read how this new drug 
calmed down the animal and brought him 
around from an anti-social to a social attitude. 
This little item “clicked” and the descriptive 
word “tranquilize” stuck. It caused us to wonder 
how it would affect a narcotic addict. When we 
first began to use this new drug, our thoughts 
were that if it would do a little tranquilizing 
here, maybe we would have something worth 
while. So, we tried it. We did not meet with 
much success. The tablet size we used was 0.25 
mg. and we were guided by the dosage sugges- 
tion on the label. So, we increased the dose to 
four tablets or a total of 1 mg. Returning to the 
cell block in about two hours, we thought we de- 
tected a more eased attitude on the part of our 
patients. 


The next day, our given dose was 2 mg. per 
patient, and on our returning in about two 
hours, we found that these patients who had 
been yawning and beginning to jerk and retch 
a bit, were now comfortable. Some were dozing 
and some were even sleeping. 


After about two or three more days, both 
Freund and McMahon asked what kind of new 
medicine was being given to the addicts; what- 
ever it was, they were certain it was making their 
work of interrogation and cataloguing much 
easier because the prisoners were calmer, less 
jumpy, and more responsive. 


After explanation we enlisted the help of 
these officers and with their help we managed 
to keep records concerning more than 300 tem- 
porarily detained drug-taking prisoners. Thus, 
in this way we discovered the following facts: 


(1) Any drug addict or user who comes into 
being as such because he sought a thrill or be- 
cause of curiosity can be tranquilized and se- 
dated by the use of Serpasil,® and it is quite 
possible that a follow-up of these people would 
reveal a complete warding off of the dreaded 
narcotic withdrawal sickness under this treat- 
ment. 
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(2) Furthermore, it seems quite possible that 
those who use narcotic drugs because of some 
painful ailment, can be tranquilized and sedated 
by Serpasil to such an extent as perhaps to be 
able to give up habit-forming drugs and to get 
their pain relief from a much less vicious source. 


(3) Also many of these drug addicts appear 
psychologically to intensify their’ pain by the 
use of habit-forming drugs and there is every 
reason to believe that Serpasil can and will help 
to diminish this sort of psychic pain. 


(4) As to the time element pertaining to the 
response to Serpasil we found: The morphine 
addicts respond in about one and one-half hours 
after oral administration; the heroin addict in 
about two hours after oral administration, and 
the alcoholic and marihuana user usually in less 
than one hour. The parenteral form of Serpasil 
was not used at any time. The age brackets were 
18 to 30 for heroin addicts, most of whom were 
the nervous, jump, noisy type, and who were 
mainly colored females. The age range of the 
morphine group was from 30 years upwards, 
with white females predominating. : 


As we went along with our investigation of 
Serpasil, we began to wonder if we were being 
carried away by undue enthusiasm. Thus when 
we discovered Ciba Pharmaceutical Products 
would supply us with an identical looking and 
tasting undetectable placebo we were more than 
happy to carry on the work we had started. 
When these were received, we decided to depu- 
tize both of our narcotic police officers as our 
“interns” and as such we left with them an 
adequate supply of Serpasil placebos with the 
suggestion that they give these tablets to their 
charges whenever they deemed it necessary. 


This they agreed to do, but for some reason 
or other they never could understand why it was 
that the tablets they gave out did not tranquilize 
and sedate in the same manner as did those 
dispensed by the doctor. Someday we may let 
them in on the secret, but meanwhile they be- 
lieve that the doctor has a certain knack for han- 
dling medicine that is quite different from the 
way a policeman handles it. 


In conclusion, we again call your attention to 
the facts that: 


1 — This experiment was carried out in a 
police station ; 


2 — The experiment was tried on freshly ar- 
rested prisoners ; 

3 — The daily time period of the experiment 
was limited to a few hours because the 
transfer of prisoners to other locations 
left us no opportunity for follow up; 

4 — Our dosage began with two 1 mg. tablets 
and was repeated in four hours, if needed ; 


5 — The dosage asserted itself within one and 
one-half to two hours after oral medica- 
tion ; 

6 — The morphine addict responded to Serpa- 
sil more rapidly than did the heroin ad- 
dict ; 

7? — Marihuana users were readily influenced 
by Serpasil, as were the alcoholics, while 
the dose for both was smaller; 


8 — Last but not least, we believe there are 
certain possibilities offered by Serpasil 
that warrants further investigation by 
other police departments as well as by 
other organizations having to do with the 
narcotic problem, if only because the tran- 
quilizing sedation brought about by this 
new drug apparently wards off the with- 
drawal sickness so feared by all addicts. 

We all know that the manufacture, use or 
possession of heroin is not permitted within the 
continental United States or its possessions, 
and this same regulation has been adopted by 
many other countries. We know that heroin has 
absolutely no place in medicine and so is not 
used by the healing profession. Furthermore, we 
know that the great source of contraband heroin 
supply is RED CHINA. We also know that an 
addict fears the mental torture of going without 
his drug more than anything else on earth. He 
also hates and fears those mental problems that 
face him on the long road to recovery. This he 
will tell you is really the thing that encourages 
him to go back to the stuff over and over again. 

Now, we also all know that an addict is the 
world’s greatest liar. As a matter of fact, it is 
the only bit of defense mechanism to which he 
can and does lay claim. However, he does have 
his moments ‘when “everything is rosy” and it is 
during these periods that he will confide his fear 
pertaining to his mental well being during and 
after withdrawal. 
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Should further study bring to light the fact 
that organized follow-up treatment confirms our 
experimental Serpasil findings wherein we ap- 
parently erased the fearful mental aspects of 
narcotic withdrawal sickness from the picture, 
then we feel this growing national plague, this 
known vicious contraband, narcotic laden com- 
munistic invasion into the ranks of our Amer- 
ican youth can be combated more readily. Surely 


this in itself should encourage further investi- 
gation. 

My final word is to express my indebtedness 
to Commissioner Timothy J. O’Connor, Com- 
mander of the Chicago Police Department, and 
to his chief surgeon, Doctor P. S. Vitullo. Also, 
I acknowledge the help of my friend, Doctor 
William Braid White, who gave me valuable 
assistance in manuscript arrangement. 

1121 S. State St. 
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Roentgen Evaluation of the Chest 


C. H. WARFIELD, M.D., F.A.C.R., Fr. WAYNE, INDIANA 


HIS paper is not written to offer any special 

methods of diagnosing pathological processes 
but as an appeal to be on the alert for conditions 
of the lung that in the past have been considered 
either insignificant or not amenable to treat- 
ment. It therefore should be apparent that the 
proper evaluation of chest films becomes very im- 
portant if we are to aid the referring physician 
or give the patient our best opinion. We, as phy- 
sicians, are charged with the responsibility of 
effering not only as correct a diagnosis as pos- 


sible but of treating the patient with the latest. 


and the best. The type of treatment may not be 
available in your community but it is available. 
It is our responsibility to refer the patient to a 
physician who can offer the best form of treat- 
ment. Some physicians will contend that the de- 
scribed condition is not amenable to treatment 
only because they are not aware of newer meth- 
ods of treatment. 

Proper evaluation has been brought about by 
better and more acurate methods of determining 
the exact diagnosis. Radiologists are more and 
more concerned with certain pathological condi- 


Presented before the General Assembly, 116th An- 
nual Illinois State Medical Society, Chicago, May 15- 
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tions of the lungs that require immediate atten- 
tion or conditions that require further study to 
determine if the pathology will disappear under 
ordinary treatment or more drastic treatment is 
indicated. 

Surgery of the chest is now as easy and safe 
to perform as exploration of the abdomen has 
been for many years. It is no excuse not to ex- 
plore lungs for diagnostic purposes so that you 
and the patient definitely know whether the 
pathology is benign or malignant. 


Several years ago the early diagnosis of tuber- 
culosis was paramount in our discussions, yet it 
is fair to say that the subject has changed to pri- 
mary bronchogenic carcinoma. Methods of ex- 
amination, mass surveys, etiology, early treat- 
ment and patient interest in the disease keeps 
us on the alert. Many have asked the question 
whether mass surveys will detect early broncho- 
genic carcinoma. Garland’ reports that the aver- 
age yield of bronchogenic carcinoma in mass sur- 
veys is about 10/100,000 adults which is quite 
low. He also states that probably no more than 
half of the suspects ever seek confirmation of the 
diagnosis or treatment. Also it is obvious that 
when a suspicious lesion is found in a miniature 
film it would be costly and time consuming to 


a 
it 
| 
= 


the patient only to find out the suspicious lesion 
was of no significance. In a study of broncho- 
genic carcinoma. by Sokoloff? 11 out of 22 
cases were not seen on the microfilm even in 
retrospect. It has been accepted generally 
that the diagnosis of any pathological condition 
by micro-film may be overlooked by two per cent 
even when dual reading of films is undertaken. 

During the last ten years more and more hos- 
pitals have installed photo-roentgen units to ob- 
tain pre-admission chest films. This was initiated 
to prevent active open cases of tuberculosis from 
infecting personnel as well as otherwise well pa- 
tients. It was not intended to be used as another 
diagnostic tool but a method of screening. In 
my opinion no diagnosis should be offered on 
these miniature films but if pathology is sus- 
pected then conventional films and study should 
be done. Referring physicians have been found 
to either disregard a pathological process found 
in a miniature film or to consider the miniature 
film sufficient for diagnostic purposes. 


Thus it would seem that if the early recog- 
nition of bronchogenic carcinoma is to be ‘agcom- 
plished, a careful study of technically perfect 
films by competent observers is the answer to the 
problem. I do not mean by using the plural, that 
two radiologists should study the films but 
another competent physician who is acquainted 
with the normal chest and its variations. 


Early lesions of bronchgenic carcinoma may 
he located in the hilus area of the lung and be 
completely obscured by the normal hilus struc- 
tures. They can be obscured by movement of the 
hilus produced by cardiac pulsation which can 
be prevented by exposures of 1/40 of a second 
or shorter. Also films taken using a higher kilo- 
voltage and a shorter time may be of an advan- 
tage in order to actually penetrate the hilus area. 
Lateral films of the chest in this type of case are 
of little value because of superimposition of 
shadows. Bronchograms may be of great value 
when the lesion has encroached into the bron- 
chus yet has not eroded the bronchus to produce 
hemoptosis. 


Localized areas of emphysema adjacent to the 
hilus may give the clue to the early diagnosis of 
a bronchogenic carcinoma. In this type of case 
the tumor may be extra luminal but pressing 
against the bronchus sufficiently to let air enter 
that segment of the lung but not escape. Later, 


as the tumor enlarges, the emphysema will 
disappear and be replaced by a similar area of 
atelectasis. Thus the area of consolidation will 
not represent the size of the carcinoma but will 
be that area of the lung supplied by that bron- 
chus. 

At this point it is also well to point out that a 
bronchogenic carcinoma and its atelectatic area 
may become infected resulting in cavitation. If 
this occurs, depending on its location, it may 
very closely resemble tuberculosis with cavita- 
tion. Cases of this tvpe have been treated as tu- 
berculosis and likewise a bronchogenic carcinoma 
may develop in a proved case of pulmonary tu- 
berculosis. Even pneumonias may caseate, pro- 
ducing cavities. 

The types of primary carcinoma of the lung 
that originate in the parenchyma or the pleura 
are most difficult to diagnose since they may re- 
semble normal variants or residual pathology. 
Such a simple condition as callus from a for- 
mer rib fracture or a benign tumor of any part 
of the thoracic cage may at first cause alarm. A 
small area of thickening of the pleura may well 
be a primary carcinoma. A case of this type re- 
cently came to our attention where the patient 
complained of localized pain in the chest wall. 
Only after studying the chest at several angles 
was the area of pleural thickening demonstrated. 


Residual pneumonia regardless of etiology 
still remains very troublesome. We have seen 
cases of residual pneumonia and certain specific 
types of pneumonia subjected to lobectomy and 
pneumonectomy where more care and study 
should have been done before a hasty surgical 
procedure was performed. Also we have observed 
cases where the patient refused surgery only to 
find a short time later the pathology had com- 
pletely disappeared without therapy of any type. 
Inflammatory lesions of the lungs are still some 
of the most difficult to differentiate from pri- 
mary malignancy. They require close scrutiny 
and careful study by the radiologist and refer- 
ring physician since even a few weeks lost in 
waiting may be the difference between a cure of 
a malignancy or a bad prognosis. 


Such lesions as the isolated round foci or coin 
lesions have been of much concern in recent 
years. For many years these isolated, well cir- 
cumscribed lesions of uniform density were con- 
sidered as tuberculomas. 
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Good’ reported that 42% of non-calcified soli- 
tary rounded lesions proved to be malignant. 
This report should be of concern to every phy- 
sician who knows a patient who has such a lesion. 
It also should be made clear that the size, loca- 
tion, density and contour are of little value in 
determining whether the lesion is benign or ma- 
lignant. Even central calcification is no sign that 
the lesion is benign. If this type of lesion has 
not changed in several years then it may be con- 
sidered benign but if first seen-in a patient 35 
years or older surgery is imperative. 


Single hematogenous metastasis has the same 
appearance as these solitary lesions. Such lesions 
could be removed only to find the patient has a 
hidden primary carcinoma elsewhere. However 
it is not considered bad practice to remove a 
solitary lung metastasis where the primary ma- 
lignancy has previously been removed. 


Emphysema is a disease of the lung frequently 
overlooked or completely disregarded. Sometimes 
overaeration is present resulting in a much 
darker film than usual so that the supposed over- 
exposure is blamed on the technician without 
trying to blame it on emphysema. Since emphy- 
sema is one of the causes of dyspnea and eventu- 
ally cardiac insufficiency, we should pay more 
attention to its presence. The emphysema can be 
recognized as a localized process which may be 
the sequelae of a pre-existing disease process 
where the lung tissue expands into an area va- 
cated by the disease process. 


Bullous emphysema usually located in the base 
of both or one lung is fairly easy to recognize 
as annular or multangular shadows and should 
not be disregarded as a lack of lung “ee 
or merely overexposure. 


In many cases emphysema is diagnosed clini- 
cally as asthma with the condition persisting for 
years until surgical correction is almost impos- 
sible. Recently we studied a patient with large 
bulle occupying the upper half of the left lung 
with smaller blebs in the lower half of the left 
lung. The result was a marked shift of the 
mediastinum to the right causing marked dysp- 
nea. This process had proceeded to the point 
where the patient was having frequent pulmo- 
nary infections so the referring doctor and pa- 
tient wanted something done. The elapsed time 
of this supposed asthma case makes it almost 
impossible to offer this patient any relief. 
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Marginal emphysematous blebs are rarely seen 
on films yet they are the most frequent cause of 
spontaneous pneumothorax. These ruptured blebs 
are the reason a pneumothorax ems for days 
and even weeks. 


Solitary lung cysts may be connected to the 
bronchial tree thus easily becoming infected pro- 
ducing an abscess. Large cysts may compress 
adjacent lung tissue producing atelectasis which 
also may predispose to infection. Cysts con- 
nected to a bronchus may develop a valve action 
so they fill with air but do not thus rupture 
as may happen in hydrothorax, penumothorax 
or pyothorax. Cysts may continue to enlarge, 
displacing the mediastinal structures so that 
they may resemble a tension pneumothorax. 


Pneumothorax is not much of a problem in di- 
agnosis unless a small amount of air is suspected. 
Then films taken in expiration may be of great 
value. The real problem in a pneumothorax is 
to recognize a tension pneumothorax since this 
requires immediate attention to save the pa- 
tient’s life. Patients have died in the emergency 
room of many hospitals because tension a 
mothorax was not recognized. 


When a pneumothorax persists it may be 
caused by a ruptured bleb. In this case the lung 
will not expand until the broncho-pleural defect 
seals over. Meanwhile the collapsed lung may 
become atelectatic or fluid may collect in the 
pleural cavity. We have observed cases of 50% 
pneumothorax or more in which a small catheter 
is inserted in the pleural cavity, air withdrawn 
and in a few days the patient is ready to leave 
the hospital. Other cases have been observed in 
which the lung will not stay expanded because 
of a broncho-pleural defect. In some cases, tale 
is used to produce an adhesive bind between the 
visceral and parietal pleura, while in others the 
area of the bleb can be resected. 


Pleural effusions should be recognized as fluid 
and not consolidations since in most cases fluid 
should be removed if for nothing more than for 
diagnostic purposes. But if a large amount of 
fluid collects in the pleural cavity, it not only 
embarrasses respiration but it compresses the 
lung on the same side producing atelectasis. If 
the fluid is not removed, the atelectasis then be- 
comes a problem and two conditions are pro- 
ducing the opacity. No routine procedure should 
be followed in examining the chest for pleural 
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effusion. If effusion is suspected then the radi- 
ologist should employ any one of several posi- 
tions to demonstrate the fluid and its extent. In 
some cases, he must pay attention to the amount 
of density, absence or presence of air, adhesions, 
encapsulation or interlobar collections. It is not 
sufficient to order standard positions of the chest 
in effusions since fluoroscopy may indicate quite 
an unusual position of the body to differentiate 
the difference between fluid and consolidation or 
both. A marked density along the lateral chest 
wall may not even be fluid but a primary or sec- 
ondary tumor of the pleura in which case rib 
studies may be very enlightening. 

Atelectasis is not a primary pathological proc- 
ess but a secondary mechanical condition. For 
this reason atelectasis must be recognized from 
the start and not confused with some other type 
of pathology that causes consolidation. It is well 
to try to classify it as intrinsic, extrinsic or 
extra-pulmonary so that corrective measures can 
be started as soon as possible. If unrecognized 
the area of atelectasis may become infected with 
the development of a chronic pneumonitis. .Even- 
tually bronchiectasis or abscess formation will 
develop as a further complication. As previously 
mentioned, the consolidation present in a bron- 
chogenic carcinoma is mostly atelectasis and not 
tumor tissue. 

Bronchiectasis is a relatively common condi- 
tion in which the amount of sputum expectorated 
may be very misleading. The lack of or amount 
of increase of the broncho-vascular as demon- 
strated on a film can also be misleading. The 
history of previous pathology may be of great 
importance if it is kept in mind that bronchiec- 
tasis is the sequele of former acute or chronic 
lung conditions. If not recognized it will con- 
tinue to be a source of infection, may spread to 
a larger area or even be the area of the lung 
subject to repeated acute pulmonary infections. 
These patients may do better in a climate of 
low humidity but they are not cured of the 
infection and only a small percentage can re- 
sort to this type of relief or symptoms. The 
diagnosis of bronchiectasis can only be sug- 
gested on films of the chest so that intratracheal 
injection of an iodized oil is absolutely necessary 
to arrive at the diagnosis as well as the exact lo- 
cation. We prefer the use of a new product, Di- 
onosil® water soluble, to the other oils since it 
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coats well and disappears from the lung fields 
in a very short time. This makes it possible to 
examine one lung at a time within a week. We 
feel that it is better to examine one side at a 
time giving us the advantage of oblique and 
lateral views without superimposition of shad- 
ows. It is not enough just to make a diagnosis 
of bronchiectasis but we should say which lobe 
is involved or which part of a lobe. This should 
be done by naming the lobes or parts of lobes by 
identifying the various bronchi that supply the 
lobe. The surgeon must know whether a lobec- 
tomy with or without the lingula or a complete 
pneumonectomy will be necessary. 

Both lungs should eventually be examined 
with the opaque material to determine not only 
the presence of bronchiectasis but the extent, if 
any, in the other lung. However the presence of 
bronchiectasis in both lung fields does not mean 
that the patient is not a candidate for surgical 
correction. A few months ago an elderly person 
was referred for bronchograms because of very 
foul smelling copious sputum. The films revealed 
extensive cystic bronchiectasis on the one side 
and moderate bronchiectasis on the other side. 
The lung on the side of the cystic bronchiectasis 
was completely removed with reduction of the 
amount of sputum 75 per cent and a patient no 
longer exuded an offensive odor. This illustrated 
a patient who was told many times that nothing 
could be done yet no bronchogram was ever done. 

The proper evaluation of chest films following 
thoracic surgery can become a daily problem. 
These films are for the most part taken at the 
bedside so are much harder to evaluate than 
those taken under routine procedure. Dailv films 
are many times necessary from the day of sur- 
gerv to a week or more later. 

Since in many cases we are not alerted as to 
the type of lung surgery, interpretation may be 
difficult. We are primarily interested in a 
residual pneumothorax the first few days then 
the collection of an effusion in lobectomies. At 
this early stage we must be on the alert for 
atelectasis in the unresected portion of a lung 
and mediastinal displacement. Another compli- 
cation may arise such as over-expansion of the 
opposite lung producing herniation of the nor- 
mal lung toward the operative side. 

The evaluation of the operative chest months 
later is also important. It may be difficult if a 
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phrenic crush has been done or if fluid has been 
allowed to collect producing marked thickening 
of the pleura in the area of the resected lobe. A 
resected rib may be the only clue that a lobe or 
part of a lobe has been removed. There may be 
no pleural thickening, clear diaphragm shadow 
and the non-operative parts of the lung ex- 
panded to fill the entire pleural cavity. 

The evaluation of the heart by roentgen meth- 
ods has taken rapid strides in the last few years. 
We are no longer interested in a mere transverse 
diameter but are now concerned with chamber 
enlargement. This has been brought about by the 
surgeons interested in cardiac surgery. The diag- 
nosis of a certain congenital or acquired lesion 
of the heart must be as accurate as possible be- 
fore a decision can be made as to whether sur- 
gery will benefit the patient. In some cases this 
requires special equipment and a well trained ex- 
perienced team of physicians. In many acquired 
lesions, simple roentgen procedures may help 
the team to determine whether the lesion is ame- 
nable to surgery. If we are to help these people 


Changes in psychiatry 


American teaching of psychiatry is based upon 
the recognition that psychiatry has progressed 


beyond interest in the abnormal human only: 


and is now interested also in the average man 
and how he relates to his total environment. 
One fairly acceptable definition states that psy- 
chiatry is the study of interpersonal relation- 
ships. This is a broad approach which recognizes 
the value of study of ordinary people so that we 
may understand their everyday difficulties and 
anxieties. However, it should be made clear that 
modern psychiatry, with its roots in the dis- 
covery of unconscious dynamics, does not com- 
pete with other approaches such as those of 
sociology or anthropolgy, but rather is comple- 
mentary to them. Such is the approach to psy- 
chiatric teaching now spreading throughout the 
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with acquired lesions we must attempt accu- 
rate diagnosis before irreparable damage has 
been done to the myocardium. 

In conclusion I wish to remind the assembly 
that patients come to us for diagnosis and treat- 
ment. They are being better educated daily as to 
what methods are available to better arrive at a 
diagnosis. The patient soon will not be satisfied 
with the diagnosis of asthma or virus pneu- 
monia without a thorough study of the chest by 
roentgen methods. Since the prime purpose is to 
benefit the patient then any information that the 
referring doctor knows about the patient should 
be given to the radiologist. He should be your 
consultant, not a competitor when a diagnosis 
on your patient is at stake. Do not play a hand 
of poker with the patient caught in between. 
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U.S. Integration of medical teaching is the ob- 
vious answer so that the doctor can see his pa- 
tient as an integrated being and not as a collec- 
tion of systems; as a sick person, and not as a 
medical case, surgery case, or psychiatry case. 
Integration of psychiatry with medical teaching 
did not come without a struggle in the United 
States and the process is far from complete even 
though well in advance of many current British 
practices. The movement really gained momen- 
tum only after the second world war and it is 
well described by Lidz: “It is the recognition 
that the two heritages, the biologic and the cul- 
tural, are inextricably interwoven and can only 
be separated artificially that has brought psy- 
chiatry back into the main stream of medicine.” 
John A, Ewing, M.D. The Role of Psychiatry 
in Medical Education. Brit. M.J. Sept. 1, 1956. 
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Middle Third Facial Fractures 


G. KENNETH Lewis, M.D., CHicaco 


; two wars fought in the past decade, all 
varieties of bone injuries have been encoun- 
tered, from more or less clean penetrating 
wounds to tearing away of great masses of bone 
and soft tissues. Comparable injuries are en- 
countered in traumatism wrought by civilian 
pursuits, industrial and traffic accidents, mass 
catastrophes, and in malignant and_ neoplastic 
diseases. 

The maxilla is vulnerable to trauma because 
of its exposed position and its close relationship 
to the base of the skull, orbits, orbital nerve, 
nasal fossae, and maxillary sinus. The maxillary 
bones, considered surgically, include the malar, 
palate, inferior turbinate, lacrimal, nasal, lateral 
masses of the ethmoid, and nasal septum. 

Fractures and displacements of bone frag- 
ments of the maxilla are caused by force, vio- 
lence, and gravity: (1) by force applied from 
the front in an upward and backward direction, 
producing a backward displacement toward the 
base of the cranium; this produces more or less 
comminution and impaction, and (2) by force 
applied to either side, when the malar bone is 
driven into the maxillary sinus with varying 
numbers of radiating fractures. 

It is the author’s purpose to describe the vari- 
ous types and sites of fractures encountered in 
injuries to the middle third of the face. Meth- 
ods and techniques employed by the author in the 
treatment of these various types of maxillary 
fractures will be discussed, with emphasis on 
prompt definitive reduction and restoration of 
function, as early as the patient’s condition per- 
mits. 

ANATOMY 

Two maxillae unite to form the upper jaw, 
each consisting of a body connected by four pro- 
jections: the zygomatic, alveolar, frontal, and 
palatine processes. The maxilla is irregular in 


From the Department of Otolaryngology, University 
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Presented before the Section on Eye, Ear, Nose and 
Throat, 115th Annual Meeting, Illinois State Medical 
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shape and its hollow interior forms the maxil- 
lary sinus. The orbit, nasal fossae, and oral cav- 
ities are partially made up by the maxilla. 

The maxilla is connected to the skull by a 
series of buttresses, as described by Cryer.1 These 
buttresses may be divided into three groups, 
situated above, laterally, and posteriorly; above 
by the lateral walls of the interorbital space. 
This space is confined laterally by the medial 
walls of the orbit; anteriorly by the nasal proc- 
ess of the frontal bone, frontal processes of the 
maxilla, and the nasal bones, and posteriorly by 
the body of the sphenoid. In this space are found 
the ethmoidal air cells, upper part of the nasal 
fossae, and lacrimal apparatus. The cribriform 
plate and roof of the ethmoid sinuses separate 
the interorbital space from the anterior fossa 
of the skull. In injuries producing impaction of 
the maxilla or nasal bones into the interorbital 
space, dural lacerations and brain damage may 
result because of this close association. Laterally 
the maxilla is buttressed by the zygomatic bones 
connecting the maxilla to the skull. The outer 
half of the floor of the orbit is formed by the 
zygoma. The pterygoid processes of the sphe- 
noid bone attach the maxilla to the skull. 

DIAGNOSIS 

In injuries of the maxillofacial region, dam- 
age to the superficial soft parts will be obvious 
from inspection and from a history surrounding 
the accident. The facial bones are next investi- 
gated. They lie immediately below the skin and 
permit palpation if the injury is seen shortly 
after the accident. However, if time has inter- 
vened, swelling, hematoma, and emphysema will 
obscure the physical findings. Significant symp- 
toms of fractures are epistaxis, emphysema, sub- 
conjunctival hemorrhage, pain, diplopia, and 
mobility of the affected parts. Roentgenograms 
should be made in special positions. 

Diagnosis often is made by palpating the in- 
fraorbital ‘margins. A notch will be noted at 
the junction of the zygomatic bone and maxilla. 
The zygomatic arch or zygoma, if fractured, 
may press on the coronoid, limiting its motion. 
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The author, in a previous publication,’ listed 
the complications arising from fracture of the 
malar bone and zygomatic arch as enumerated 
by Gillies, Kilner and Stone* such as nerve and 
eyeball injuries, involvement of the antrum or 
nose, suppurating hematoma of the antrum, and 
mechanical obstruction of jaw movements by 
impingement of the zygoma on the coronoid 
process. 

Roentgenograms are necessary to determine 
the direction of the fracture line and facial 
bones involved. Interpretation of roentgeno- 
grams of the facial bones is difficult, however, 
because of over and underlying structures and 
our inability to standardize the technique. Di- 
agnosis of maxillary fractures also is difficult 
because a continuous fracture line is never seen. 
Fractures are to be looked for at the rim of the 
orbit, frontomalar suture, frontonasal suture, 
and zygomatic arch. Two roentgenograms should 
be made at right angles, for the diagnosis of 
any fracture. Each particular fracture will re- 
quire a certain view to demonstrate the break. 
The structures to be identified and outlined 
when viewing the plates are the orbits, malar 
bone, zygomatic arches, nasal processes, antrum 
walls, cervical vertebrae, the mandibular body, 
the ramus, coronoid, and condyle. 

In addition to plates made for diagnosis, other 
roentgenograms should be made from time to 
time from the same angle and with the same 
technique. The first additional roentgenogram 
is made immediately after reduction and others 
at regular intervals thereafter, to detect any re- 
lapses that may occur. Obliteration of the frac- 
ture line will not occur for a period of six to 
12 months or longer. Bone absorption will be 


evidenced by a widening of the fracture line » 


but bone absorption from infection will not be 
evidenced for a minimum of 14 days. Sequestria 
will be evidenced by decalcification of living 
bone, while dead bone retains the initial den- 
sity. This same phenomenon is seen in com- 
minuted fractures, when fragments have not re- 
mained viable. Nonunion will be noted by a 
rounding of the fragment edges and develop- 
ment of cortical bone over the ends. 
Roentgenograms necessary for demonstrating 
maxillary fractures are the occipitomental and 
lateral projections. The occipitomental projec- 
tion will demonstrate the orbital margins, antra, 
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nose, coronoid processes, and malars. The chin 
is placed upon the plate with the external oc- 
cipital protuberance vertically above it. The lat- 
eral projection will show the upper jaw and 
facial bones. It is accomplished by placing the 
head sideways upon the plate, with one ear ver- 
tically above the one resting on the plate. 
GENERAL PREOPERATIVE CARE 

Traumatism resulting in facial damage of 
varying degrees requires an appraisal of the pa- 
tient’s general condition. Our first concern is 
control of hemorrhage and shock, protection of 
the wound from further injury, and relief of 
pain. Until shock has been relieved, cleansing 
and debridement, suture of soft parts, or reduc- 
tion of fractures should be postponed. The only 
exception is control of massive bleeding occur- 
ring concurrently — a serious potential in facial 
injuries. 

Routine preoperative preparation for treat- 
ment of fractures in the facial region are the 
same as for injuries elsewhere in the body. 

ANESTHESIA 

The author employs either block or infiltra- 
tion anesthesia whenever practicable. Local anes- 
thesia is not used in operations for reduction of 
facial fractures if the operator, by its use, is 
hindered in the performance of surgery. In any 
operative procedure about the nose and mouth, 
light preoperative medication is administered to 
prevent hampering of the respiratory efforts. 
Intravenous and rectal anesthetic agents are 
avoided, limiting our choice to nitrous oxide, 
oxygen, and ether vapors. Inhalation endotra- 
cheal administration is the simplest method 
since this equipment is least complicated and 
with it an adequate airway is maintained 
throughout operation. 

In the majority of patients, intubation blind- 
ly through the nose is possible, after the pre- 
liminary induction. The tube is ushered into 
the nose and poised just above the larynx, as 
determined by the maximum breathing through 
the tube. On the next inhalation it is thrust 
quickly but gently farther on. The McGill tube 
is in the trachea if air and breath sounds come 
from the tube. The pharynx is then snugly 
packed. When the operation involves the middle 
face, nose, and eyes, the tube is inserted through 
the mouth. The McGill tube is introduced by 
using a laryngoscope, and the tube is inserted 
under direct vision. The pharynx is then packed 
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off. Success of the endotracheal method depends 
largely upon the quality of the connections and 
caliber of the tubes. When electrosurgery or co- 
agulation is to be used, the machine is emptied 
of ether and the patient carried on nitrous oxide 
and oxygen during this pericd.. 

The skill of the anesthetist in this type of op- 
erative procedure is quickly demonstrated, and 
his experience in anesthetizing a patient for 
head and neck surgery, is evidenced by his will- 
ingness and ability to get away from the operat- 
ing field, and thus avoid interference with the 
operator’s accessibility to it. Sadove* believes 
that the choice of anesthetic agent, in most in- 
stances, is given more importance than is justi- 
fiable. In his opinion, the anesthesia depends 
largely upon the ability and experience of the 
individual anesthetist. 

When a patient requires extensive repairs in- 
volving many stages of operative procedures, it 
is essential that each induction and recovery be 
as pleasant and safe as possible. The endotra- 
cheal tube, with complete occlusion of the 
pharynx, represents the maximum of safety for 
the patient and convenience for the operator. It 
enables the anesthetist and his apparatus to be 
well away from the field of operation. Such 
anesthesia, however, is not always available, re- 
quiring as it does, special apparatus and skill. 

There are certain dangers with other types 
of anesthesia in head and neck surgery, such as 
inhalation of infected and foreign material, and 
precautions must be taken during operations 
upon the mouth, such as placing a gauze pack 
between the palate and dorsum of the tongue. 

Many procedures, such as application of wire, 
are better performed without anesthesia. How- 
ever, anesthetics are indicated for operations up- 
on the fracture areas when force may be applied. 


To insure an adequate airway postoperatively, 

a short McGill tube is passed through the nose, 
until the patient is completely awake. As an 
added precaution, we turn the patient on his 
side or abdomen, with the head turned, in order 
that drainage may run from the mouth by grav- 
ity, rather than to depend upon suction to clear 
the throat of any blood or debris. 
TREATMENT 

It should be emphasized that early continued 
mobilization for all fractures is necessary. The 
fragments should be immobilized in such ap- 
position that when united, full, or at least the 
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best possible function is restored. Simple frac- 
tures also should be treated by immobilization 
in the correct position. A great proportion of 
fractures of the face are compound and may be 
infected but as the infection is superficial the 
body immunity will care for it. Drainage may 
become necessary in certain fractures and should 
be provided if suppuration occurs. 

In comminuted fractures, each fragment is the 
potential center for osteoid tissue formation. 
Therefore, no fragment should be removed that 
has a chance of viability, and only those pieces 
are removed which are completely detached. 

Foreign bodies of any description between 
fragments will produce either delayed or non- 
union and must be removed. In soft tissues they 
are less harmful and the tissues will tolerate 
small fragments of a metallic nature. Removal of 
glass, ground-in dirt, and foreign bodies and 
general aseptic care must be accomplished to 
meet the needs of each patient and the circum- 
stances surrounding the accident. 

When a fracture passes through a tooth socket 
and the tooth is involved in the fracture, death 
of the pulp tissues is presumed and nonunion 
will result if the dead tooth is allowed to remain. 
Retention of a tooth in the line of fracture for 
a few days will seldom do any harm and there 
are occasions when early extraction may do more 
harm than good. ~ 

Treatment of the Bony Tissues. Reduction and 
fixation of maxillary fractures are based upon the 
available points of fixation peculiar to the spe- 
cific fracture, rather than the level at which the 
fracture occurs. Union occurs rapidly in the im- 
pacted fracture of the upper jaw and for this 
reason, reduction must be effected at an early 
stage. It is only when the patient’s general con- 
dition does not permit use of an anesthetic, that 
slow traction is used. Complete reduction of the 
floater types may be effected by intermaxillary 
elastic traction or wires, without anesthesia. 
Adequate fixation for a great proportion of pa- 
tients is obtained by fixing the upper jaw to the 
lower and only in the very mobile fracture is it 
necessary to use external fixation. When the 
fracture is seen late, it may be necessary to cam- 
ouflage the deformity by means of reconstructive 
surgery. 

Le Fort® in 1901, located the common sites of 
fractures of the maxilla. In lower maxillary frac- 
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Figure 1. The three usual bilateral fractures found 
in fractures of the maxilla. 


tures, a single block containing the alveolar proc- 
ess, vault of the palate, and the pterygoid proc- 
esses are detached. 

The various locations of fractures of the mid- 
dle third of the face follow, with a specific meth- 
od of treatment for each. 

Fracture of the Alveolar Process. The crown 
of the teeth may be fractured at the level of the 
gingival margins or forced out of their sockets, 
the alveolar bone may be comminuted, and af- 
fected teeth devitalized. The palate usually is 
not involved, because this injury, as a rule, is 
associated with lacerating or contusing wounds. 
The most difficult displacement is when the 
alveolus has been driven and impacted into the 
maxillary antrum. If this is not reducible, sur- 
gical intervention is indicated. 


Figure 2, Transverse fracture involving palate and 
lower portion of the maxilla. 


When the aveolus is not displaced, it is suf- 
ficient to fix the fragment with the use of buccal 
arch bars, immobilizing the fragment for a peri- 
od of 30 days. This fixation can be applied to 
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fractures of either the upper or lower alveolar 
jaw. 
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Figure 3 


Fractures in which the line of fracture as- 
sumes a horizontal course and involves only the 
alveolar process, are treated according to the re- 
lation of the line of fracture to the roots of the 
teeth. If the fracture passes across the occlusal 
or incisal half of the dental roots, no treatment 
is required and the teeth may be retained. When 
the fracture line is close to the apices of the 
dental roots there is danger of pulp necrosis 
owing to disturbance or shutoff of the blood sup- 
ply. 

Horizontal Mazillary Fracture. In the com- 
plete transverse fracture, there is separation of 
lower maxillary fragment from the rest of the 
maxilla, as in Fig. 2. Displacement of the frag- 
ments may be downward and, because of the 
looseness of the fragments, the teeth may be in 
normal occlusion. Lateral and posterior displace- 
ment is not uncommon, with disturbance of oc- 
clusion. Impaction or so-called floating frag- 
ments may be encountered. Upward displace- 
ment usually will be found in the impacted frag- 
ment. 

When the fragment is displaced downward, 
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the maxilla is generally loose and palpation and 
manipulation will demonstrate the fracture line. 
Intermaxillary multiple loop elastic traction will 
hold the fragment in normal anterior-posterior 
position and occlusion, as in Fig. 3. Upward 
pressure will be required to maintain the frag- 
ments in apposition. This may be accomplished 
with a modified Barton’s bandage with a few 
elastic bands supported by safety pins. These 
fractures heal rapidly and union is accomplished 
within 14 to 21 days. 

Lateral, downward, and backward displace- 
ment is a more serious fracture, involving the 
nasal and zygomatic bones. The line of fracture, 
here, extends through the root of the nose, the 
floor of the orbits, and down and back through 
the pterygoid processes and sphenoid bones. Re- 


Figure 5. The line of fracture here, extends through 
the root of the nose, the floor of the orbits, and 
down and back through the pterygoid processes 
and sphenoid bones. 


duction is accomplished by bringing the upper 
and lower teeth into occlusion. Elastic traction 
applied to the teeth by means of an arch bar or 
multiple loop intermaxillary traction, will bring 
the fragments into place in a reasonably short 
time, with little discomfort to the patient. Grav- 
ity is counteracted after occlusion is accomp- 
lished with a modified Barton’s bandage, with 
elastic bands placed in front of the ears. If 
there are soft tissue lacerations or lack of teeth 
in either the upper or ‘lower jaw, a Kingsley 
splint may be used, for the upward pressure 
necessary to offset the pull of gravity on the 
soft tissues. As in fractures, when the fragment 
is displaced downward, fixation of 14 to 21 days 
usually results in consolidation. 

Fracture of the middle portion of the face 
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may involve the frontal bone, ethmoidal and 
frontal sinuses, bones of the interorbital space, 
the cribriform plate, and frontal lobe of the 
brain. 


Figure 6. Fracture of the middle portion of the face 
may involve the frontal bone, ethmoidal and frontal 
sinuses, bones of the interorbital space, the cribri- 
form plate, and frontal lobe of the brain. 


Fracture of the Zygomatic Bone. Fractures of 
the zygomatic bone often are unrecognized be- 
cause of swelling in the soft tissue and, if the 
displacement is only moderate, slight flattening 
of the cheek results. Diplopia with severe dis- 
placement and restriction of the mandible re- 
sults, when the zygomatic bone displacement is 
downward. Diplopia may be caused by tempo- 
rary swelling of the soft parts or by damage to 
Tenon’s capsule, if of a permanent type. The 
maxillary sinus may be filled with blood from in- 
jury to the mucosa, and in comminuted frac- 
tures, bony spicules, debris, and foreign bodies of 
all types may be found. 

Treatment may be accomplished by any one 
of several methods. The intraoral approach is 
performed by incision made in the buccal mu- 
cosa above the tuberosity of the maxilla on the 
affected side, and an elevator is passed up be- 
hind the malar bone. The bone is then elevated 
upward and outward. On reduction, the operator 
will experience a definite give when the bone 
enters into position. 

A temporal approach described by Gillies and 
associates is made through an incision in the 
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scalp about 2 centimeters in length through 
the temporal fascia. The space between the 
temporal fascia and temporal muscle, leads di- 
rectly under the zygomatic arch, to the medial 
surface of the bone. A long flat elevator is in- 
serted and by means of leverage, with the in- 
strument resting on the posterior margin of the 
scalp incision and the skull, the zygomatic bone 
is elevated into the original position. 
Comminuted Fracture of the Zygoma. In com- 
minuted fracture of the zygomaticus, the max- 
illary sinus must be evacuated of bone splinters 
and support must be provided. The sinus is 
opened through a Cauldwell Lue incision. The 


Figure 7. In comminuted fracture of the zygomati- 
cus, the maxillary sinus must be evacuated of bone 
splinters, and support must be provided. The sinus 
is opened through a Cauldwell Luc incision. 


sinus is explored, removing the bony spicules 
and hematoma. The displaced fragments are then 
manipulated into position. After the maxillary 
sinus is evacuated and the fragments are in 
position, support becomes necessary to hold them 
in place. If it is desired to close the mouth open- 
ing into the sinus, the packing may be brought 
out through an opening under the inferior tur- 
binate of the affected side. However, the author 
prefers to bring the pack out through the oral 
opening. The cavity of the sinus is packed in 
slight overcorrection with iodoform gauze, with 
most of the iodoform washed out in sterile water. 
The packing is left for a period of approximately 
seven to 10 days, when it is removed from the 
sinus either through the mouth or through a 
nasal opening under the inferior turbinate. The 
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author has observed no complications from allow- 
ing the packing to remain in the antrum, pro- 
vided the cavity of the antrum has been freed 
of any extraneous material. 

Compound Comminuated Fracture of the 
Zygomaticus. In this condition there are always 
associated soft tissue injuries and immediate 
treatment requires removal of all foreign bodies, 
debris, and devitalized hard and soft tissues. 
The fracture is then cared for in the same man- 
ner as described for comminuted fractures. 


Unilateral Fracture. Unilateral fractures, in 
which displacement is minimal, may be reduced 
manually and immobilization is produced by 
intermaxillary wiring or the placement of a buc- 
cal arch bar, plus intermaxillary wiring, as in 
Fig. 3. A splint may be made from one of the 
hydrocolloids and attached with a divided but- 
ton. With this type of splint, intermaxillary 
fixation is unnecessary but immobilization for 
28 to 35 days is required. 


Unilateral fracture with considerable displace- 
ment, as a rule, can, be reduced and immobilized 
by a lateral pull applied to an arch bar attached 
to the loose fragment. On lateral displacement, 
the loose fragment will be displaced downward 
resulting in an open bite. This may be corrected 
by some form of intermaxillary wiring. The most 
satisfactory result is accomplished by placing a 
buceal arch bar on the lower teeth and applying 
elastic traction between the upper and lower 
teeth, correcting the downward displacement. 
When the loose fragment is replaced for a day 
or two, the elastic bands are then applied be- 
tween the upper and lower jaw, and held in place 
for a period of four to five weeks. 


Transverse Fracture. Fracture of the maxil- 
lary bones varies from injuries to the alveolar 
process to tearing loose of all of the facial bones 
by a transverse fracture at or near their attach- 
ment to the cranium, as in Figs. 1. and 6. They 
often are associated with extensive fracture of 
the brain case and brain injury. Transverse 
fractures usually are compound. A transverse 
fracture may occur through the middle portion 
of the nasal bones, extend through the frontal 
processes of the maxilla, and produce backward 
displacement of the maxilla and nasal bones in 
the lower portion. In this type of fracture, when 
complete, the bony framework below the fracture 
will sag, owing to pull of gravity. The maxilla 
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supports only the muscles of expression and for 
this reason, there is less displacement in bones 
with heavy muscular attachment. It is in the 
transverse facial fracture that basal fractures 
are most likely to occur. There are instances 
when the entire face can be seen to move on the 
cranium by applying force upon the teeth. 

Craniofacial Disjunction. The pyramidal proc- 
ess of the maxilla and zygoma may remain at- 
tached to the maxilla and the middle portion 
of the face may be completely detached from the 
skull. This type of fracture is known as a cranio- 
facial disjunction, as in Figs. 4 and 6. 

Treatment requires neurosurgery ivr brain 
damage and rhinorrhea. Cranial injury should 
assume priority because of possible complications. 
After neurosurgery, the fracture will be manip- 
ulated into positon, and reduced as for other 
fractures in the middle third of the face. 

Cairns® in 1937, described three methods by 
which the dura is injured, with resultant rhinor- 
rhea: (1) Depressed fractures of the posterior 
wall of the frontal sinuses may cause tearing of 
the dura and penetration of the frontal lobe of 
the brain; (2) The cribriform plate may be in- 
volved by the lines of fracture of the perpendic- 
ular plate of the ethmoid; and (3) Fractures 
involving the middle portion of the face, in 
which the middle portion is completely detached 
from the skull and pushed upward and _ back- 
ward, produce rhinorrhea by impaction and com- 
minution of the interorbital space. 

Clear fluid from the nose is indicative of this 
fracture, and may be differentiated from mucus 
by the staining produced by mucus on a hand- 
kerchief. In some patients, this may clear up in 


18 


a few days but in others the dura fails to heal. 
Meningitis is a constant threat, and manipula- 
tion may not only increase this threat but also 
the possibility of further tearing or brain dam- 
age. Comminuted fracture of this type may be 
responsible for resulting brain abscesses by the 
entrance of bony spicules into the brain sub- 
stance. 

Fracture of the Lacrimal Apparatus. Because 
of its location, the lacrimal apparatus is vulnera- 
ble to injuries, owing to bony compression and 
sear formation. Strictures thus produced re- 
quire operative intervention for the re-estab- 
lishment of drainage into the nose by decryocy- 
storhinostomy. 

Edentulous upper jaws present a problem in 
fixation. Slight displacement of the upper jaw 
is unimportant and merely calls for a new den- 
ture. In fracture of bones of the middle third 
of the face, an upper vulcanite plate is made 
and wired to the upper jaw and treated as 
though a full complement of teeth was present. 

In backward and upward displacement, in 
which considerable impaction is present, over- 
head traction attached to the maxilla, may be 
necessary for reduction. Weight traction, when 
required, is accomplished by threading a wire 
through the alveolus and attaching this to a 
cord passing over two pulleys of a balkan frame. 
The direction of pull can be altered by sliding 
the pulley along the beam of the frame. This 
will permit the patient to sit up or lie down, 
as necessary for comfort and rest. If the frac- 
ture is mobile, one to two pounds of weight will 
be necessary ; late fractures will require up to six 
pounds, depending upon the degree of consolida- 
tion prior to traction. 


COMPLICATIONS 


Infection in fractures is rare and diplopia 
may be a temporary condition. However, late 
complications may be encountered such as im- 
pingement of the coronoid upon the zygomatic 
arch, permanent diplopia, and flattening of the 
zygomaticus, owing to incomplete reduction. Im- 
pingement of the coronoid may be relieved by 
removal of the coronoid through the mouth, as 
previously described by Lewis. Flattening of the 
face may require osteotomy or build-up with 
replacement tissue.Diplopia requires the wearing 
of prisms or repositioning of the orbit by bone 
grafts in the involved area. 
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Sequestra are best diagnosed by a blunt probe. 
They are demonstrated by the characteristic 
rough feeling of bare bone as the probe is car- 
ried across the surface. Presence of a persistent 
sinus is indicative of infection, dead bone in the 
fracture, a foreign body, or an infected tooth. 
When the cause has been ascertained and re- 
moved, the sinus will close rapidly, and spon- 
taneously. 

SOFT TISSUES 

When soft tissue injuries are seen early, sutur- 
ing may be possible and healing by first inten- 


tion accomplished, when there is no tissue loss. 


Radical excision of tissue is to be discouraged 
because of lack of any excess tissue in the facial 
region. Under anesthesia, torn, crushed, and 
devitalized tissues are pared away and the wound 
explored for dirt and foreign bodies. If sufficient 
tissue is lost to make tension on the sutures, it 
is best packed open and allowed to granulate. 

When the wound is seen beyond the stage 
when primary suturing and care can be admin- 
istered, the wound is packed lightly with pe- 
trolatum impregnated gauze, alternated with wet 
saline or boric acid dressings, changed at 24 
hour intervals. Penetrating lesions, as found in 
gunshot aid stab wounds, are best left open to 
permit sloush and infection to drain out. 

When there is loss of soft tissue, it is best to 
suture the skin to the mucous membrane, cover- 
ing any exposed bone. 

MOUTH HYGIENE 

The patient with a fractured jaw, rapidly ex- 
hibits a foul dirty mouth, owing to interruption 
of the normal cleansing action of the tongue and 
cheek movements. Initial cleansing may have to 
be performed by swabbing or by the manipula- 
tions of the patient’s own finger. Cleansing the 
mouth frequently, with the use of the ordinary 
commercial type tooth paste, has been found 
most effective. The author has been unimpressed 
by the cleansing action of the various mouth 
washes, regardless of elaborate advertising 
claims, 

In the therapy of fractures, antibiotics and 
the sulfonamides are used only for their definite 
indications: pain, tenderness, elevation of tem- 
perature, and signs of infection. 

Roentgenographic evidence of the formation 
of radiopaque callus does not occur for many 
months. Therefore, a fracture, which on clinical 
examination is found to be completely united, 
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may appear on a roentgenogram to be ununited. 
This phenomenon is so marked that clinical bony 
union cannot be determined from the roent- 
genogram. 

COMMENT 

The number of bone injuries of the head en- 
countered in our modern mechanized era poses 
a serious problem to the surgeon, neurosurgeon, 
and general practitioner. One significant factor 
influencing the seriousness of these injuries and, 
as we have been concerned with it here, of frac- 
tures of the middle third of the face, is the 
difficulty of immediate accurate diagnosis be- 
cause, with the exception of traumatism caused 
by malignant disease or tumors, they usually are 
emergencies. 

For example, accident patients are often seen, 
many in the emergency room of a hospital, 
showing little or no visible evidence of head or 
facial trauma. A history, of the accident and 
circumstances surrounding it should, and in 
fact must be, our warning signal that facial 
fractures or other bone damage, particularly 
brain injury, may be temporarily clouded and 
unapparent, owing to shock, unconsciousness, 
hysteria, asphyxia, and other concomitant in- 
juries or diseases. These bone injuries should be 
suspected, however, and the patients hospitalized 
if possible for immediate general care and pre- 
liminary examinativn. 

After control of shock, a scrutinizing diag- 
nostic examination and roentgenographic studies 
should then be made before swelling, emphysema, 
hematoma, or other conditions set in, which 
might hamper or interfere with examination 
and diagnosis. There is, always the danger of 
massive bleeding in facial injuries, and until 
this is controlled, diagnostic manipulation or 
operative intervention for reduction of fractures 
should be postponed. There are instances how- 
ever, when profuse bleeding will continue until 
reduction of the fracture is accomplished. 

Nevertheless, it must be re-emphasized, that 
injuries such as those to the maxilla, should 
receive proper and prompt definitive treatment 
at the time of or as early after injury as is 
safely possible. This is of particular importance 
in cranial injury. Delay in treatment of bone 
injuries to the face and head may result in 
unfortunate sequelae such as deforming scars 
and impaired function, at times necessitating 
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one or more operative procedures later. In these 
instances, we often are faced with unavoidably 
disappointing cosmetic results or inability to 
restore complete function. 

SUMMARY 

Diagnosis, general treatment, surgical anesthe- 
sia, and complications in injuries to ‘bones of 
the facial region are discussed. 

Various types and locations of middle third 
facial fractures are outlined, and a specific 
operative procedure for the reduction of each 
is described. 

Priority for cranial involvement in injuries to 
the maxillofacial region region is emphasized 
because of potential complications, and methods 
by which the dura is injured are presented. 


Early leukemia 

It is well known that chronic lymphatic leu- 
kemia may run a long and practically asymp- 
tomatic course. The classic picture of spleno- 
megaly, lymphadenopathy, anemia, and a very 
high leukocyte count probably is only a late 
phase in the natural history, but it is this stage 
of the disease that has received the most study. 
The pathologic processes at the inception of a 
disease are always the most interesting, yet 
there are few clinicopathologic data on chronic 
leukemia in its early stages. This is probably 
because the opportunity to observe the course of 
leukemia before the disease has caused symp- 
toms is necessarily rare. C. Hougie, M.D. The 
Eariy Diagnosis and Natural History of Chronic 
Lymphatic Leukemia. Ann. Int. Med. July 
1956. 
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Soft tissue injuries and mouth hygiene in 
patients with fractures of the jaw, are also dis- 
cussed. 

6 North Michigan Avenue 


REFERENCES 

1. Cryer, M. H.: Internal Anatomy of the Face, Lea & 
Febiger, 1916. 

. Lewis, G. Kenneth: Treatment of Old Depressed Frac- 
tures of the Zygoma, J. Oral Surg. 2:101-104, (April) 
1953, 

3. Gillies, H. D.; Kilner, T. P., and Stone, D.: Fractures of 
the Malar-Zygomatic Compound; with Description of a 
New X-ray Position, Brit. J. Surg. 14:651, (April) 1927. 

4. Sadove, M. S. and Kahan, P.: Problems Related to 
Anesthesia in Geriatric Surgery, Geriatrics 1(2):123-131, 
(Feb.) 1953. 

5. LeFort, R.: Etude experimentale sur les fractures de la 
machoire superieure, Rev. de chir. 23:208, 360, 479, 1901. 

6. Cairns, H.: Injuries of the Frontal and Ethmoidal Sinuses, 
with Special References to Cerabrospinal Rhinorrhea and 
Aeroceles, J. Laryng, & Otol. 52:589, 1937. 


>>> 


Pilonidal cyst 


In surgery of pilonidal sinuses and cysts, the 
closed method is preferred since a certain per- 
centage of recurrence will be seen no matter 
what method is used. No wound, wherever made, 
always heals by first intention. The open method 
results in painful scars and increased morbidity. 
An attempt should be made to conserve tissue 
and treat the wound as a potentially infected one 
since recurrence is in all likelihood due to a 
subsequent infection of the wound. Based on 
these considerations, a method of treatment is 
reported which has resulted in a high degree of 
healing by first intention and with a minimal 
amount of loose tissue, morbidity, and sensitive 
scarring. James N. Cianos, M.D. and Joaquin 
Azpiroz, M.D. A Method of Closure of Pilonidal 
Sinus and Cyst. Maryland M. J. June 1956. 
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Amaurosis Fugax: A Specific Type 


of Transient Loss of Vision 


Henry P. WacENER, M.D., RocHESTER, MINNESOTA 


RANSIENT loss of vision in the broad 

sense may be a symptom of various unrelated 
conditions such as the retrobulbar neuritis of 
multiple sclerosis, central angiospastic retinop- 
athy, so-called uremic or eclamptic amaurosis, 
or migraine. It is a characteristic accompani- 
ment also of the common faint, of the blackout 
of aviators, of postural hypotension, and of so- 
called pulseless disease. In association with all 
of the latter conditions, loss of vision is almost 
always bilateral and results from a temporarily 
inadequate supply of blood to the retina second- 
ary to a rather extreme lowering of the cerebral 
or general systemic blood pressure. Repeated 
obscurations of vision of short duration occur in 
some cases of papilledema associated with in- 
creased intracranial pressure. These too may be 
due to momentary reduction of the blood supply 
to the retina and optic nerve though they often 
are attributed to intermittent increase in the 
pressure exerted on the optic chiasm by a dilated 
third ventricle. 

The term, amaurosis fugax, which has been 
defined by Fisher as “periodic blindness in 
which the principal derangement is an interrup- 
tion of the retinal blood flow, usually of one eye 


only,” is used at times interchangeably with the- 


expression “transient loss of vision.” However, 


it is more commonly restricted to “a more lim-- 


ited group of cases in which the reduction of 
blood supply to the retina results primarily from 
a local disturbance in the retinal arteries or ar- 
terioles and not from a lowering of cerebral or 
general blood pressure.’”? 

Persons with typical amaurosis fugax have 
recurrent episodes of usually unilateral blind- 
ness, either total or involving a certain sector 
of the visual field, in which loss of vision is 
instantaneous, persists for only a few seconds 


Emeritus Consultant in Ophthalmology, Mayo Clinic, 
Rochester, Minn. 

Presented before the Section on Eye, Ear, Nose and 
Throat, Annual Meeting, The Illinois State Medical 
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or minutes, and terminates almost as rapidly as 
it commenced. The episodes recur with varying 
frequency, from several times a day to intervals 
of a month or more. Occasionally episodes occur 
in each eye but seldom in both eyes simultane- 


ously. In some instances, after several recur- 


rences, the attacks cease spontaneously. In others, 
after a varying number of identical attacks, an 
episode ovcurs in which blindness persists be- 
yond the usual time and recovery, if any, is in- 
complete. Ophthalmoscopic examination at this 
time will reveal ischemic infarction of the retina 
or ischemic neuroretinopathy. 


Presumably, the transient interruption of the 
retinal blood flow in these cases results from 
arterial or arteriolar spasm or else from a sudden 
but temporary or unsustained decrease in the 
local arterial pressure in the optic nerve and 
retina. Early recognition of the cause of the 
spasm or of the transient decrease in blood pres- 
sure may permit the institution of appropriate 
treatment which will reduce the likelihood of 
permanent blindness. 

The stated duration of the periodic episodes 
of blindness is a distinguishing feature between 
true amaurosis fugax and superficially similar 
complaints which are not based upon demon- 
strable organic disease. Reasoning by analogy 
from the studies of Gildea and Cobb® on the 
effects of anemia on the cerebral cortical cells 
of cats, it might be postulated that degeneration 
of the ganglion cells of the retina will occur if 
the blood supply is cut off completely for more 
than five minutes. In recent studies by means 
of electro-retinograms controlled by electro- 
encephalograms, Popp* determined that the 
retina of a rabbit can regain its full function 
after 15 minutes of ischemia and can regain 
partial function after 30 to 75 minutes of is- 
chemia; evidence of function cannot be elicited 
after 105 minutes of ischemia. It would seem 
justifiable, then, to view with suspicion com- 
plaints of transient unilateral total or sector 
blindness with complete recovery in which blind- 
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ness is said to persist for more than 15, or at 
most 30, minutes. 
Possible Causes 
Migraine: Migraine is listed frequently 
among the causes. The diagnosis of migraine 
was made in 24 of 138 cases collected from the 
literature by Fisher.1 However, he wrote, “there 
are but a few unequivocal cases of unilateral 
blindness associated with migraine.” The usual 
and characteristic episodes of transient loss of 
vision which occur in patients having migraine 
would seem to satisfy all criteria necessary for 
the diagnosis of amaurosis fugax save that of 
unilaterality and, possibly, of duration. In the 
typical attack, both eyes are involved simul- 
taneously and the blindness is total or it involves 
homonymous areas of the visual fields. It is 
assumed, therefore, that the vasospasm or vaso- 
constriction involves the blood supply to the oc- 
cipital cortex. Engel, Ferris and Romano* were 
able to demonstrate electroencephalographic ab- 
normalities which support this assumption. 
Behrman® stated that the disturbance of vision 
in migraine frequently is uniocular arid. that 
when the episode is not followed by complete 
recovery, “then ophthalmoscopic examination 
reveals occlusion of one or more branches of the 
central retinal artery in the absence of any dis- 
ease of the retinal vessels.” Miller’ has seen two 
patients in whom obstruction of a branch of 
the central retinal artery followed an attack of 
migraine. More usually, however, permanent 
loss of vision is of homonymous hemianopic type, 
as in the cases reported by Hollenhorst,® if it is 
residual to a typical attack of migraine. Tran- 
sient or permanent monocular blindness or sector 
or scotomatous defects should not be attributed to 
migraine, however, unless other possible causes 
have been carefully eliminated. 


Spasm Secondary to Local Lesions in the 
Walls of the Retinal Vessels: Formerly it was 
thought that spasm of normal retinal arterial 
vessels could be of primary neurogenic origin 
through the cervical sympathetic nerves. More 
recently, however, it has been shown that neither 
stimulation nor blocking of the cervical sym- 
pathetic nerves has any appreciable effect on 
the retinal arteries or arterioles. It is true that 
amaurosis fugax rarely occurs among patients 
having Raynaud’s disease or patients who ex- 
hibit a generalized peripheral vasospastic tend- 
ency. Much more frequently, vasospasm is sec- 


22 


ondary to an organic lesion in the wall of a 
vessel. At times, such a lesion can be seen in 
a retinal arteriole between attacks. If, for ex- 
ample, an atherosclerotic plaque is present, loss 
of vision will be limited to the sector of the field 
corresponding to the part of retina which de- 
rives its blood supply from the arteriole distal 
to the plaque. In many cases the presence of a 
similar lesion in the central artery behind the 
lamina cribrosa undoubtedly is the cause of 
blindness that involves the entire field of vision. 
Since it is impossible to make an unequivocal 
clinical diagnosis of atherosclerosis of the cen- 
tral artery of the retina, other possible causes of 
spasm of the artery must be investigated and 
eliminated before the tentative diagnosis of 
atherosclerosis is made. 

Arterial or arteriolar spasm may occur in the 
retina as elsewhere secondary to the irritative 
effect of the temporary lodgment of a non- 
occlusive embolus. In a previous publication,’ 
I noted that chronic endocarditis was present 
in 14 per cent of a small group of patients hav- 
ing amaurosis fugax but that, because of the 
inactivity of the cardiac lesions, it seemed 
doubtful that recurrence of small emboli could 
account for the episodes of transient loss of 
vision. It must be remembered, however, that 
emboli in the retinal arterioles, which can be 
seen occasionally shortly after an episode, can 
have their origin also in an atherosclerotic 
lesion in the central artery itself. 


Retinal Arterial Spasm Secondary to a Le- 
sion in the Carotid Artery: It has been demon- 
strated rather recently that spasm can be in- 
duced in a distal branch artery by an irritative 
lesion in the wall of the proximal larger ar- 
tery. Ecker and Riemenschneider® demon- 
strated, by means of arteriograms, the occur- 
rence of spastic contraction of adjacent cere- 
bral vessels soon after the rupture of an an- 
eurysm of the circle of Willis. They showed also 
that spasm of the intracranial branches of the 
internal carotid artery could be induced by 
the presence of a needle in the wall of the 
common carotid artery. Rezende and Martens’ 
observed in the dog that spastic constriction of 
the central artery of the retina occurred after 
the rapid injection of antibiotic solutions or dis- 
tilled water into the common carotid artery. 
However, as the constriction did not occur until 
the solution had reached the retina (as could 
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be demonstrated by the addition of methylene 
blue to the solution), it is not possible to say 
whether the spasm was induced by irritation of 
the carotid or of the central retinal artery itself. 


In 1951, Behrman® postulated that some cases 
of amaurosis fugax might be explained by the 
presence of an occluding pathologic process af- 
fecting the internal carotid or the ophthalmic 
artery. In the same year, Fisher™ called atten- 
tion to a group of cases in which recurrent epi- 
sodes of transient monocular blindness preceded 
the development of contralateral hemiplegia due 
to spontaneous thrombosis of the internal caro- 
tid artery. In 1952, he’ stated, “Disease of the 
internal carotid artery will no doubt help to ex- 
plain at least some of the previously reported 
cases of amaurosis fugax, particularly in the 
older age groups.” It is generally recognized 
now that episodes of amaurosis fugax in the 
homolateral eye may be one of the early symp- 
toms of progressive occlusive disease of the com- 
mon or internal carotid artery, other manifesta- 
tions of which are transient episodes of aphasia, 
contralateral hemiplegia or hemianesthesia, and 
the like. Episodes of amaurosis fugax had oc- 
curred in 15 of 39 cases of occlusive disease of 
the carotid artery studied by Hollenhorst.'* 


As various manifestations of intermittent in- 
sufficiency of the internal carotid system, such 
as transient blindness, hemiplegia, aphasia, or 
paresthesia, tend to occur in different episodes 
rather than all at the same time, it seems prob- 
able that they are due to spasm of individual 
distal branches and not to spasm of the carotid 
itself or to a temporary drop in arterial pres- 
sure. It is true that the blood pressure usually 


is lower in the branches of the diseased carotid- 


artery than in those of the normal artery of the 
opposite side as can be demonstrated by dyna- 
mometer measurements of the retinal arterial 
pressures. Thus in all seven cases studied by Mil- 
likan, Siekert and Shick**, the retinal arterial 
pressure was found to be lower in the eye on the 
affected side than in the fellow eye. The differ- 
ence in diastolic pressures amounted to 10 mm. 
of mercury in one case, 15 mm. in two cases, 20 
mm. in two, 22 mm. in one, and 35 mm. in one 
case. Only one patient, however, gave a history 
of transient loss of vision. The retinal diastolic 
pressure in the affected eye was 25 mm. of mer- 
cury while in two other patients, neither of 
whom complained of transient loss of vision, 
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the retinal diastolic pressures were 20 and 22 
mm. of mercury, respectively. 

Millikan, Siekert and Shick** expensed the 
opinion that the transient neurologic manifes- 
tations of intermittent carotid insufficiency are 
best explained on the basis of embolism. They 
stated, “Our present concept of the pathogene- 
sis of the attacks is as follows: A thrombus be- 
gins to form on an area of diseased endothelium. 
This soft material may reach a size sufficient to 
produce enough alteration in blood flow to cause 
symptoms, break from its source, fragment, and 
be carried away. More likely, however, appears 


the possibility that the newly formed clot be- 


comes dislodged before symptoms occur, travels 
to a place where the vessels branch, lodges for 
a few minutes (symptoms produced), and then 
fragments and is carried away.” These authors 
favor long-term anticoagulant treatment in these 
cases for the prevention of retinal or cerebral 
infarction. They stated, “Careful inspection of 
historical and physical data on the patient may 
well lead to the ability to diagnose a potential 
infarction and even in certain instances prevent 
it. With this concept in mind, a diagnosis of in- 
termittent insufficiency of the internal carotid 
artery has been established in seven instances. 
The patients were treated by the administration 
of anticoagulant drugs and the characteristic 
attacks ceased.” 

Local Circulatory Insufficiency: The most 
outstanding examples of the effects of local cir- 
culatory insufficiency on the eye are furnished 
by cases of so-called pulseless disease in which 
arteritis, usually nonspecific, involves the branch- 
es of the aortic arch. However, the visual symp- 
toms of this disease are bilateral and are those 
of an exaggerated postural hypotension rather 
than of typical amaurosis fugax. When the pa- 
tient remains in an upright position for any 
length of time, the retinal arterial pressure drops 
practically to zero and fragmentation of the 
blood stream can be seen in the retinal vessels. 
The vision is blurred but is not lost completely. 
In more advanced cases, vascular proliferation 
takes place in the retina and cataracts develop. 

In 1952, I? stated, “It is possible that spasm 
of the retinal arterioles, distal to the region of 
organic arterial disease, may be a factor in the 
rapid onset of blindness in some cases of tem- 
poral or cranial arteritis. But it is doubtful that 
typical amaurosis fugax occurs in this disease.” 
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However, a recent review'* of a rather large 
series of cases has brought out the fact that 
transient loss of vision, which would have to be 
classified as amaurosis fugax, does occur in a 
significant number of patients who have tem- 
poral arteritis. Thus, of 17 patients who had 
sudden acute permanent loss of vision, seven 
gave histories of previous episodes of amaurosis 
fugax. Extreme narrowing of the lumen and, in 
some. instances, thrombosis of the ophthalmic 
and central retinal arteries have been demon- 
strated by Cooke and his co-workers, by Car- 
dell and Hanley**, by Kreibig’’, by Heptinstall 
and his associates,’* and by Meadows”. Judging 
from their findings, it seems more likely that 
the episodes of amaurosis fugax are due to in- 
termittent circulatory insufficiency than to ar- 
terial spasm. When the lumen is sufficiently 
compromised by the arteritic process itself or 
by terminal thrombosis, infarction of the optic 
nerve and permanent loss of vision occur. Corti- 
sone may inhibit the progression of the arteritis 
and thus prevent permanent loss of vision if 
treatment is started before visual symptoms are 
present. Among 33 patients with temporal ar- 
teritis who had normal vision on admission to 
the Mayo Clinic, six complained of transient 
obscurations of vision. Under cortisone therapy, 
these attacks ceased and persistent loss of vision 
did not occur”. 
SUMMARY 
Because of the short duration of the episodes, 
it is seldom possible to make an ophthalmoscopic 
examination of the affected eye during an at- 
tack of transient loss of vision of the fleeting 
type. Therefore, the diagnosis of amaurosis fu- 
gax must be made primarily on the basis of the 
patient’s description of the episodes, and the de- 
termination of the cause of the syndrome must 
depend ultimately on the findings of the con- 
sulting internist. However, careful study of the 
ocular fundus between attacks may reveal clews 
to the origin and nature of the attacks. An 
atherosclerotic plaque may be visible in a retinal 
arteriole or the residual of a small nonocclud- 
ing embolus; the latter, in the absence of evi- 
dence of an active cardiac valvular lesion, may 
suggest the presence of atherosclerosis either in 
the central artery of the retina or in the in- 
ternal or common carotid artery on the side of 


<<< 


24 


the involved eye. If the fundi are normal and 
the patient does not have a history of migraine 
or Raynaud’s disease or a Raynaud-like syn- 
drome, search should be made for possible signs 
and symptoms of a localized lesion in the com- 
mon or internal carotid artery and for evidences 
of temporal arteritis. If either diagnosis can 
be established, institution of proper therapy 
[anticoagulants in the first case and cortisone 
in the second] may prevent permanent loss of 
vision and, possibly, involvement of other parts 
of the nervous system. It must be admitted, how- 
ever, that in spite of careful study of the pa- 
tients, the cause of amaurosis fugax in some 


cases will remain undiscovered. 
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Intra-Articular Hydrocortisone 


W. R. PeTensgn, M.D., CHAMPAIGN 


ANY of yp"have been disappointed in the 

systematic§use of ACTH, cortisone, and 
hydrocortisone in rheumatic disorders because of 
the danger of serious side effects, the exacerba- 
tion of symptoms when the hormone is stopped, 
and the expense of treatment. Locally injected 
hydrocortisone has been found to be ideally 
suited to the treatment of these disorders be- 
cause it has none of these disadvantages. In ad- 
dition it has been found to be effective in a wide 
variety of other conditions of joints, bursae, and 
tendon sheaths. The underlying pathological 
similarity of all these conditions is sterile synovi- 
al inflammation. 

Hydrocortisone for intra-articular injection 
was first brought to our attention by J. L. Hol- 
lander? when he reported using it in 129 pa- 
tients afflicted with bursitis of the shoulder 
and various other acute and chronic rheumatic 
and traumatic joint conditions. We began using 
hydrocortisone acetate in early 1952 and soon 
found after reviewing 100 cases of injected 
shoulders and knees, that we could get good re- 
sults in 85 per cent. My associate and I have 
now injected it over 1,000 times, mostly in 
shoulders and knees, in our orthopedic office 
practice and note that Hollander has injected 
it 17,000 times in his University Arthritie Clin- 
ie. 

Hydrocortisone (compound F) is closely re- 
lated to cortisone (compound EF), differing only 
in having an OH group substituted for the O at 
carbon position 11; its chemical name is 17- 
hydroxycorticosterone. The acetate salt is only 
slightly soluble in saline or joint fluid, and is 
slowly absorbed into the general circulation after 
injection. Five cc. vials labeled “Hydrocortisone 
for intra-articular injection,” contain a suspen- 
sion of hydrocortisone acetate, usually 25 mg. 
per ce. It has a non-specific anti-inflammatory 
effect on synovial tissues. By reducing the in- 
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in Office Practice 


flammatory reaction it prevents the inevitable 
sequel. of inflammation, fibrosis, and adhesion 
formation. 

We have used hydrocortisone injections in 
treating bursitis in many locations, particularly 
the shoulder; tenosynovitis; sprains, fractures ; 
and various forms of arthritis. We have supple- 
mented it with other standard measures, such 
as physical therapy, immobilization, and sup- 
portive medications. It increases the rate of re- 
covery and even gives relief of pain in some 
cases after other methods of treatment have 
failed. The condition for which it was injected 
usually shows marked improvement within 24 
to 48 hours. 

As Hollander has pointed out,'? the tech- 
nique of injection is simple. No gloves or drapes 
are used. In our office, a simple tray is prepared 
containing our favorite antiseptic, a local anes- 
thetic, the vial of hydrocortisone for intra- 
articular injection, two syringes, two needles 
and cotton swabs. When injecting joints, the 
needle is placed at the point of election for in- 
jecting that particular joint. When injecting 
bursae and tendon sheaths, we first find the point 
of maximum tenderness by palpation, and paint 
a small area with the tender point in the center 
of the painted area. This may be likened to a 
target with the center the bull’s eye. After paint- 
ing the target, the tender point may be double 
checked with the tip of the cotton swab. Nova- 
caine is used in the skin only for bursae, but is 
infiltrated down to the synovial lining when in- 
jecting joints. When injecting tendon sheaths 
and small joints distention can be felt by the pa- 
tient and helps to check the placement of the 
needle. Before injection, X-ray examination is 
made to aid in diagnosis and rule out contra- 
indications. Infection must be ruled out clinical- 
ly and by the roentgenogram. 

In the shoulder a typical tender point in 
chronic bursitis or the chronic stiff shoulder is 
anterior to the joint. The bicipital groove also 
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Figure 1 


is frequently tender. In acute bursitis, tender- 
ness is most often along the superior point of 
the greater tuberosity, laterally or even posteri- 
orly. Occasionally more than one typical tender 
point is present and it is well to inject both with 
1214 mg. of hydrocortisone. The usual single in- 
jection dose in the shoulder is 15 mg. (Figure 
1). If the tender point is atypical, such as in a 
scapular location, novacaine rather than hydro- 
cortisone should be used. Post-traumatic .shoul- 
ders, such as sprains, fractures of the clavicle or 
humerus, cuff tears, and dislocations, may have 
the same symptomatology and tender areas as 
chronic bursitis. After the acute episode and 
healing time has elapsed, there often is great 
benefit in the direction of markedly hastened 
mobilization of the joint by timely hydrocorti- 
sone injections. In our practice, about 30 to 50 
per cent of such injury cases need and are great- 
ly helped by the injections. It must always be 
remembered, however, that the injection is only 
an aid in therapy, and appropriate mobilization 
exercises, such as pendulum, wall-climbing, or 
rope-and-pulley, should be prescribed. Re-injec- 
tion often is necessary after two to four weeks. 
The acromioclavicular joint sometimes is the 
site of a painful degenerative arthritis which 
will respond to the injection. | 

In the elbow, two common lesions respond to 
injections of hydrocortisone acetate. One is 
olecranon bursitis, so-called miner’s elbow. In 
this condition the fluid is aspirated and 10 to 
15 mg. of hyrocortisone injected. In many, the 
fluid will recur and surgery may be necessary. At 
times complete and permanent cure may result 
from a single aspiration and injection. In those 
not cured, surgery may be deferred until time 
of election and multiple aspirations and injec- 
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Figure 2 


tions done to control swelling and pain. In so 
called tennis-elbow (radio-humeral bursitis), 
the other common elbow disease, injection is the 
treatment of choice. The tender spot is subcu- 
taneous, on the lateral epicondyle, at the point 
of attachment of the common extensor tendon. 
Fluid is almost never aspirated by the needle. 
Ten to 15 mg. of hydrocortisone is used. (Figure 
2) Stretching exercises, consisting of sifmultane- 
ous extension of the elbow, pronation of the 
forearm and flexion of the wrist also may be 
used but usually are unnecessary. Pain in acute 
trauma to the elbow, with hemarthrosis, whether 
it be a nonsurgical fracture or severe sprain, is 
greatly relieved from aspiration of the blood and 
injection with 1 ce. of compound F. A sling or 
cast should be used until healing has occurred. 
In the wrist, ganglia are the most frequent 
lesions which will respond to the injection. When 
painful or associated with weakness of grip, the 
symptom usually is relieved by aspiration of the 
gelatinous contents of the cyst with a 15 or 18 
gauge needle, followed by hydrocortisone injec- 
tion. The cyst itself usually recurs and may re- 
quire elective surgery (and then will still recur 
in 30 per cent of cases). Tenosynovitis of the 
short extensor and long abductor of the thumb 
(deQuervain’s disease), occurring at the wrist, 
will get some pain relief at any stage of the 
process and cure may be expected in the early 
stage, before fibrosis has occurred, from the in- 
jection. Tenosynovitis of the dorsum of the wrist 
also can be treated. The course of this annoying 
disease can, be shortened from two weeks to a few 
days. We have not used the drug in wrist frac- 
tures and seldom in arthritis of the wrist joint. 
In the hand, tenosynovitis of the flexor ten- 
dons (trigger-fingers), will get pain relief from 
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the injection if successful, but the tendon may 
still snap until surgical treatment has been in- 
stituted. Hydrocortisone never should be used 
in suppurative tenosynovitis. Finger joints can 
be injected on the lateral side with a 25 gauge 
needle. This is done in delayed mobilization from 
trauma and in monoarticular arthritis. Ten mg. 
are used. 

In the case of injection of the hip joint with 
hydrocortisone, the results often are unsatisfac- 
tory, probably because of poor placement of the 
needle. However, these patients are extremely 
grateful for relief because they face a major re- 
constructive operation or change in their pat- 
tern of living if the injection treatment is un- 
successful. In injecting the hip joint, the in- 
guinal ligament is located and the femoral ar- 
tery as it crosses the ligament. Approximately 
one inch lateral to this point, and one inch be- 
low the anterior superior spine of the ilium, the 
target area is painted (Figure 3). A 22 gauge 
needle is used to inject novacaine down to the 
joint. A spinal needle may be necessary to enter 
the joint itself. The needle usually strikes the 
femoral head and may have to be withdrawn 
slightly if injection is diffiicult. One-and-a-half 
to two ce. are injected. If relief is obtained, re- 
injection is indicated when symptoms recur. A 
less serious illness about the hip which often re- 
ponds to hydrocortisone is trochanteric bursitis. 
This may mimic sciatica in its radiation of pain 
but is diagnosed by localized tenderness at the 
superior-posterior tip of the greater trochanter. 
These cases often are relieved with only one in- 
jection. Post-traumic trochanteric bursitis is 
common after severe bruising in the trochanteric 
region. Relief of pain and tenderness may be 
obtained as long as one to two years after the 
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Figure 4 


injury. 

The knee joint is the most accessible large 
joint and responds most favorably to hydrocor- 
tisone. Injection is especially useful in self- 
limited conditions such as trauma, attacks of 
gouty arthritis, and post-operative effusions. In 
trauma, we do not hesitate to aspirate a bloody 
effusion and immediately inject hydrocortisone 
regardless of whether or not fracture is present. 
In severe trauma, a cast usually is applied with 
the knee in extension. In less severe trauma, 
quadriceps exercises and other therapy may be 
prescribed. Post-operative effusions occurring a 
week or two after surgery are greatly benefited 
by aspiration and injection with about 114 ce. 
of hydrocortisone. An effusion which is grossly 
cloudy and painful often represents acute gouty 
arthritis. Diagnosis may be made with certainty 
by running a uric acid level on the aspirated 
fluid. This is elevated even though the blood uric 
acid may not be. The acute attack usually is over 
24 hours after hydrocortisone injection. In rheu- 
matoid arthritis, joint treatment is only part of 
the general management of the case. If less than 
two weeks of relief is obtained from injection, 
we usually do not continue it further. In osteo- 
arthritis with effusion, effusion usually subsides 
following hydrocortisone injection and_ relief 
may be anticipated for up to a number of 
months. The effusion is approached laterally su- 
perior to the patella. Figure 4). If no effusion 
is present, results tend to be less satisfactory. 
The retropatellar approach, lateral or medial, is 
used when no effusion is present. In prepatellar 
bursitis, which is usually traumatic, hydrocor- 
tisone gives excellent results when no infection 
is present. Baker’s cysts of the knee usually will 
respond but may recur very much like ganglia 
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TABLE 1 


Site No. of Injections Diagnoses 

Shoulder 17 15 bursitis, 1 sprain, 1 acromioclavicular arthritis. 

Knee 13 5 osteoarthritis, 5 traumatic effusions; 1 postoperative 
; effusion, 1 rheumatoid arthritis, and «1 prepatellar bur- 

Sitis. ; 

Hip 4 2 osteoarthritis, 2 trochanteric iweille.” ; 

Finger joints z 1 arthritis, 1 posttraumatic swelling and stiffness. 

Tendon sheaths 3 1 anterior tibial, 1 dorsum of wrist, (both tenosyno- 


vitis) 1 snapping (trigger) finger. 


Hand 1 ganglion. 

Bunion 1 bursitis. 

Heel cord 1 bursitis. 
Metatarso-phalangeal joint of the foot 1 arthritis (traumatic). 
Elbow 1 radiohumeral bursitis. 
Total 44 


of the wrist and eventually require surgical 
therapy. 

In the ankle, traumatic or degenerative ar- 
thritis usually will respond. Rheumatoid arthri- 
tis also should but results here are less satisfac- 
tory than in the knee. The hormone has not been 
used in ankle sprains. In the foot, bursitis of the 
achilles’ tendon often is acutely painful and can 
be relieved readily by injection of 10 to 15 mg. 
It has also been useful in painful calcaneal spurs 
(policeman’s heel)* We have not used it for this 
condition. Acutely inflammed bunions, where 
there is no evidence of sepsis, respond to injec- 
tion with 10 to 15 mg. Other joints of the foot 
usually are not treated with hydrocortisone since 
they respond favorably to proper footwear, arch 
supports, strapping, or general measures. 


COMPLICATIONS 
1. Severe pain, four to six hours after injec- 
tion. This can be annoying to the surgeon who 
gets an excited telephone call about 9:00 or 
10:00 p.m. About 5 to 10 per cent of cases have 
this type of reaction, but it does not preclude a 
good result from the injection. We usually warn 
every patient that it may occur, and prescribe 
A.P.C. with codeine, ice bag, and rest for the 
part. 
2. Missing the joint in intra-articular injec- 
tions is not compatible with a good result from 
the injection. ‘Two proofs of intra-articular 
placement of the needle: The best is the ability 
to aspirate joint fluid; the second is the ease of 
injecting into large joints when the needle ac- 
tually is in the joint. The latter “feel” method 
is gained by experience. No harm comes from 
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missing the joint cavity except lack of a good 
result. 
3. Infections following injection. We have not 
in our cases identified any case of infection due 
to hydrocortisone injection. We note also that 
Hollander has had only four cases of septic ar- 
thritis in his 17,000 injections.? We do-not be- 
lieve that the danger of causing sepsis is a con- 
traindication to using this drug. 

RESULTS 

Since early 1952, my associate and I have in- 
jected hydrocortisone over 1,000 times. Several 
times we analyzed our results and found that 
distinctly good results were obtained from 85 
per cent of the injections. The outcome tends to 
be better in osteoarthritis than in rheumatoid 
arthritis because the duration of relief is longer. 
Anatomically, results are best in the knee and 
shoulder and worst in the hip, the latter averag- 
ing 50 per cent or less good results. In self- 
limited afflictions, complete cure at an acceler- 
ated rate is the expected result. 

Our current usage of hydrocortisone is best 
illustrated by a table of anatomical sites in- 
jected, the reason for the injection, and the 
number of injections during one recent month. 
Table 1. 

SUMMARY 

In our hands, hydrocortisone for intra-articu- 
lar injection has been found to be a useful ad- 


junct in the treatment of extremity disabilities. 
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The Bush Flight Surgeon’s Problems 


GeorGE Brap.ey McNEELY, B.S., M.D., BLOOMINGTON 


M OST people have been aware of the so-called 

bush pilot for many years but I wonder if 
they have ever heard of a bush flight surgeon? 
As all of you know the bush pilot does every- 
thing and anything he can with his airplane. 
Many of these men earn their living through 
flying but some fly for convenience due to the 
long distances of the country they live in. 

The bush flight surgeon takes care of class 
II and III pilots — that is, student, private, 
and commercial pilots, in contrast to the flight 
surgeon who examines for class I, or airline 
transport pilots. The greatest difference, how- 
ever, is that the bush flight surgeon also is the 
family physician of the pilot and his family. He 
treats them surgically, medically and obstetri- 
cally. 

I would like to present a short account of my 
aviation medical practice as a bush flight sur- 
geon. At present I have 214 pilots, 165 of whom 
fly commercially and 49 privately. The youngest 
is 17, the oldest 62, and the average age is 29. 
Their certified flying time is from 1 to 7,800 
hours and the total for 214 pilots is 741,147 
hours. These pilots are farmers, flight instruc- 
tors, airplane mechanics, radio testers, factory 
workers, building contractors, attorneys, den- 
tists, doctors, car dealers, insurance salesman 
and examiners, truck drivers, crop dusters, bar- 
tenders, telegraph operators, civil engineers, feed 
company operators, lime stone spreaders, drain- 
age contractors, policemen, firemen, railroaders, 
racer drivers, plumbers, bakers, gas station at- 
tendants, laundrymen. motion picture operators, 
real estate salesmen and accountants. The ma- 
jority are flying farmers. 
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What are flying farmers? The following news- 
paper article from the Pantagraph, Blooming- 
ton, Illinois, July 28, 1955, best answers this 
question. 

“15 Planes Ready for Trips Over Tazewell 
Farms. 

“Fifteen airplanes have been lined up for the 
second annual soil conservation airlift scheduled 
all day Sunday at the airport 2 miles north of 
Pekin on Fifth Street. The big event, sponsored 
by the Tazewell County Soil Conservation Dis- 
trict, is receiving the assistance of the Soil Con- 
servation Service technicians who have mapped 
the flights over farms where there are real sights 
to reveal the latest methods in soil care. 

“The Pekin Air Service, flying farmers, and 
local business men are assisting in the project, 
the flights to be given at cost, each passenger 
to be given a chart of the flght he selects and 
the things to look for as his pilot points them 
out. Numerous ponds and lakes will be seen, 
many of them east of Pekin, many others around 
Morton, according to the flight charts prepared 
by the S.C.S. technicians. Paul Affolter, Paul 
Coon, and Norvill Barnes, members of the 
county staff that assists farmers with conserva- 
tion problems, have reported good progress the 
past season. 

“The grand total of those farm ponds and 
lakes now stands at about 100 for the county, 
many of them encouraged by past years of dry 
weather and dry wells. Last year 28 new farm 
ponds were constructed by building dams across 
big gullies or small valleys. This year attention 
turns more to the contouring and terracing for 
there has been less worry about the water sup- 
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ply. Still many of those farm ponds in southern 
Tazewell County are only partially filled. 

““About 12 miles of new terraces were con- 
structed this year. More and more countouring 
appears in the landscape. There are many of 
those waterways that close gullies or keep gul- 
lies from forming. Many concrete dams and 
toe-walls have been built. About 25,000 trees 
were set out last spring on land hardly suitable 
for grain crops. Production of Christmas trees 
has been increased greatly. Recently the Jaycees 
hought a bunch of Christmas trees five years 
old, for delivery next December — trees grown 
from seedlings set out in 1950.” 

Several of my pilots live elsewhere such as 
Washington, D.C., Texas, and California. They 
fly into our local airport for their pilot examina- 
tions. 

Of the 214 pilots, eight have had accidents 
over a period of 15 years. None has resulted in 
death. The majority were crop dusting when the 
accident occurred. The experience of Pilot 
J.B.P., with 1,400 hours flying time, is typical. 
While crop spraying he stalled on a turn at the 
end of his run. His aircraft was a total loss but 
his only injuries were laceration of the scalp 
and dislocation of a cervical vertebra. He re- 
turned to crop spraying two days later, and has 
been flying without difficulty since that time. 

I have several father and son pilots, and in 
one family the father, mother, two sons, and a 
daughter are all pilots. Of the 214 pilots, 210 
are married with a total of 131 children. Seven 
pilots derive their total income from flying and 
of these three are on active duty with the air 
force. Ten pilots own their own planes and the 
remainder rent or borrow. 


My office consists of 12 rooms with seven ex- 
amining rooms. I have 50 milli amp X-ray and 
fluoroscope, direct writing electrocardiograph, 
and a complete laboratory that can accomplish 
complete blood chemistry and all general labora- 
tory work. I have a 20 foot eye lane, furnished 
with a phorometer trial frame, multiple Maddox 
rods, rotary prisms, and corrective trial lenses ; 
a Howard Dolman depth perception apparatus, 
a blackboard with meridian lines; and a trial 
frame with a red lense. I have a large eye test 
cabinet at the end of the eye lane. This consists 
of 20/200, 20/100, 20/70, 20/40, 20/30, 20/20, 
20/15, and 20/10 letters and color spots of 


30 


aviation red, blue and green. A 20 foot spot of 
light in incorporated into the cabinet, and all 
switches are controlled at the head of the eye 
lane. 


The average time taken for a commercial 
flight physical is approximately sixty minutes. 
As might be expected, the eyes are the greatest 
physical problem with these pilots, particularly 
accommodation. I have several pilots with tri 
and quadra-focal lenses. Visual acuity is not as 
great a problem as might be expected. Remem- 
ber we live in the heart of the corn belt and 
there are not as many eye irritants or strain in 
clear air. Also, our sunlight is softened by the 
predominance of soft green corn and not the 
hard reflection encountered in deserts and water 
country. 

I am just now encountering the problem of 
elevated blood pressure, and arteriosclerosis in 
general. I recently lost one of my pilots from 
acute coronary occulsion. Ninety days before 
death, his electrocardiogram was normal. I don’t 
think that unusual; I would say it is fhe rule 
rather than the exception. 


I had an unusual experience with one of my 
female pilots. She was approximately eight 
months pregnant, and called me one day to see 
if she could fly to Texas to see her folks. She 
was to be gone about a week but stayed three. 
When she finally arrived she had to be met at 
the airport, rushed to the hospital, and was 
delivered of a 9 lb. boy. I wonder if the child 
will be a “hot pilot?” 

I consider my aviation medical practice one 
of the potential reserves of aviation in our coun- 
try. I’m positive there are many bush flight sur- 
geons in our country doing a job of national de- 
fense quietly and effectively who never give it 
much thought. However, we have the added ad- 
vantage of knowing and associating closely with 
our pilots and their families and know their 
fears, frustrations, and moments of happiness. 
I do not find this type of aviation medicine 
much different from the aviation medicine I 
practiced during World War II. The greatest 
difference seems to be that we all have to pay 
our own bills, and many times we have to im- 
provise a little to keep things going, but we fly 
and have fun. In this accomplishment I believe 
we are doing our country a great service. 

323 Unity Bldg. 
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Why Respiratory Function Tests? 


Daviw W. CucEeLx, M.D., Associate in Medicine, Northwestern University 


RonaALp E. Fox, M.D., Resident in Medicine 


GeorceE A. SAxTON, Jr., M.D., Director of the Respiratory Center 


DOCTOR SAMTER :Today’s seminar is a nec- 
essary sequel to our recent discussion at Medical 
Grand Rounds which questioned whether pul- 
monary function tests are superior to clinical 
evaluation of the patient with respiratory symp- 
toms and, if so, whether they should become a 
routine part in the diagnostic work-up of these 
patients. Doctor Ronald Fox will open today’s 
debate by outlining the general area of respira- 
tory function tests as well as some of the specific 
problems which are the cause of our uncertain- 
ties. 

DOCTOR FOX: All of us, I believe, have at one 
time or another, found it difficult to understand 
and to manage the patient with impaired respir- 
atory function. While we welcome physiological 
approaches to diagnosis, we have come to realize 
that correlation between the patients’ symptoms 
and results of respiratory function tests is oc- 
casionally rather poor. To compound the prob- 
lem we often see striking clinical improvement 
in the chronic respiratory cripple under therapy 
without any parallel, measurable change in our 
objective tests. 

The discrepancy is caused, of course, by the 
multiple etiology of respiratory diseases. Let us 
consider the symptom of dyspnea. Dyspnea by 
detinition means “difficulty in breathing.” In 
different clinical states, however, like bronchial 
asthma, pulmonary emphysema, pulmonary em- 
bolism or congestive failure, the clinical symp- 
tomatology of dyspnea differs. Actually, the 
mechanism ot dyspnea is difficult to establish 
and is fraught with unknowns. Dyspnea is pro- 
duced when unknown stimuli act on unknown 
receptors in the lung which stimulate unknown 
afferent pathways to act upon an unknown center 
in the brain. 

Thus, no single test can evaluate respiratory 
function as an entity. We have tests that meas- 


ure ventilation (vital capacity, timed vital ca- 


pacity, maximum breathing capacity), distribu- 
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tion of gases within the lung (“nitrogen 
washout”), diffusion of gases across the alveolar- 
capillary membrane (alveolar O, and CO, ten- 
sions), and circulation ji.e., the differential blood 
flow to the alveoli. “Breathing” is work per- 
formed against compliance of the lung, non- 
elastic tissue resistance, and resistance to the 
flow of air within the bronchi. Each constitutes 
a variable and all our tests still cannot answer 
the fundamental question: “What causes dysp- 
nea?” Yet, we have information on several of the 
partial functions of respiration which can serve 
as a base line for further study. 

DOCTOR SAMTER: Thank you, Doctor Fox, 
for presenting a framework for our discussion. 
You have remained carefully non-committal 
about the practical value of these tests: this 
leaves the burden of proof to Doctors Cugell and 
Saxton. 

DOCTOR SAXTON: Since I am essentially 
involved in theoretical problems of respiratory 
function, I would like to ask Doctor Cugell to 
show us how these tests apply to the every day 
problems of clinical practice. 

DOCTOR CUGELL: In discussing the clinical 
application of pulmonary function tests, I will 
limit myself to the most elementary tests which 
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TABLE 1 


Ave. in 30 Ave. in 30 tr 3&4 
Normal Mitral Stenosis 
% Total 90% 90% 
VC expired 
in 1 sec. 
Pulm. Mix. 
Ind. 1.5% 15% 


Ave. in 30 Case 1 Case 2 
Emphysema 
40% 40% 35% 
6.3% 7.0% 3.5% 


we employ, ventilatory tests. Of prime importance 
is the fact that 90% of patients with chronic 
pulmonary disease show abnormal ventilatory 
function. Before I present a few representative 
cases, I would like to review some of wed terms 
which we use in these tests. 


Maximum Breathing Capacity (MBC) is the 
maximal voluntary ventilatory volume of air ex- 
changed. The expired air is collected or other- 
wise measured for a 15, 20, or 30 second interval 
and the MBC is expressed as liters per minute. 


Vital Capacity is the maximum volume of air 
expired after maximum inspiration. 


Timed Vital Capacity is the volume of air 
expired in one, two, or three seconds after, maxi- 
mum inspiration, expressed as a percent of the 
total vital capacity. 


Total lung volume is the volume of air within 
the lungs at maximum inspiration. 


Residual volume is the volume of air remain- 
ing in the lungs after maximum expiration. It 
is equal to total lung volume minus vital capac- 
ity. 

Pulmonary mixing index is the percentage of 
nitrogen which remains in alveolar air after 
seven minutes of breathing 100% oxygen. 


Our first case is a 23 year old office worker who 
complained of dyspnea at rest and on effort. 
There was no obvious cardiac or pulmonary cause 
for these symptoms and he was referred to our 
laboratory for study. The ventilatory tests were 
normal except the spirogram which showed a 
marked increase in frequency of sighing (deep 
breathing). A pattern of this type is seen in 
anxiety states, and after further study the patient 
proved to have neurocirculatory asthenia. Now I 
agree that astute clinical observation might have 
reached the same conclusion, but we were able to 
record this phenomenon graphically and to sug- 
gest a cause for the symptoms. 


DOCTOR Ford K. HICK, Professor of Medi- 
cine: Were blood studies done? 
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DOCTOR CUGELL: No, but they would prob- 
ably have showed a slight decrease in CO, ten- 
sion. 

The second and third patients were referred 
to us for mitral commissurotomy to relieve mi- 
tral stenosis. Both patients had incapacitating 
dyspnea. In both patients there were additional 
symptoms and the dyspnea was somewhat atypi- 
cal. Respiratory function tests were performed. 
The results of these tests are shown in compari- 
son with the results of tests on normal patients, 
on other patients with severe mitral stenosis and 
on patients with advanced pulmonary emphy- 
sema (Table). 

It is apparent that our two patients did fot show 
the typical findings of dyspnea due to mitral 
stenosis, but those of severe pulmonary emphy- 
sema. 

DOCTOR Peter K. POIRIER, Resident in Med- 
icine: What do you mean by atypical dyspnea? 
DOCTOR CUGELL: Actually, I meant to say 
their dyspnea was somewhat atypical for un- 
complicated mitral stenosis. Both patients had 
cough, sputum, and some expiratory wheezing, 
particularly in the morning, in addition to their 
dyspnea. 

DOCTOR Robert J. ADOLPH: Do you infer 
that the diagnosis could not have been made 
without these tests 

DOCTOR CUGELL: Yes. With combined val- 
vular heart disease and obstructive emphysema 
it is extremely difficult to assess the relative con- 
tribution of each disease to the patient’s symp- 
toms. 

DOCTOR SAMTER: Were the diaphragms 
depressed on X-ray? 

DOCTOR CUGELL: No. In fact, we have found 
very little correlation between position of the 
diaphragm and the degree of emphysema. 

Our next two patients (4 & 5) were admitted 
with the diagnosis of hypertensive cardiovascular 
disease and extensive pulmonary disease. Both 
patients complained of dyspnea: it was our prob- 
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lem to determine, if possible, which condition 
caused how much dyspnea in each. The first 
patient had silicosis following many years of 
work in a granite quarry and in a factory where 
he was exposed to abrasive dust. His ventilatory 
function tests were essentially normal: we con- 
cluded that his dyspnea was the result of the 
hypertensive heart disease. The second patient 
had severe pulmonary emphysema. He showed 
marked reduction in vital capacity, timed vital 
capacity, and MBC, with increased total lung 
volume and pulmonary mixing index. These two 
patients are examples of differential diagnostic 
problems in which ventilatory tests may prove 
to be valuable to determine the cause of dyspnea 
when two conditions co-exist, either of which 
could be responsible for it. 

DOCTOR SAXTON: Do you mean to imply 
that the silicosis in case No. 4 was not the cause 
of dyspnea because the ventilatory tests were 
normal ? 

DOCTOR CUGELL: Yes, although if dyspnea 
is severe there will be abnormalities in the pul- 
monary function tests. On the other hand, there 
may be marked radiologic abnormalities in un- 
complicated silicosis with minimal symptoms 
and relatively normal pulmonary function. I 
believe this latter situation was the case in this 
patient. 


The next case (No. 6) is that of a 58 year old 
man with marked, perhaps extreme, changes in 
the bony thorax. When he appeared in our cardi- 
ac clinic complaining of dyspnea, his physician 


believed that the shortness of breath was caused . 


by his ventilatory insufficiency. Yet, we demon- 
strated normal ventilatory function by the MBC 
and timed vital capacity. His symptoms were 
relieved with digitalis and diuretics. 

DOCTOR HICK: If he was dyspneic when the 
tests were done, why did the tests fail to reflect 
this dyspnea? 

DOCTOR CUGELL: He showed no ventilatory 
abnormality. It is a fact that patients with dysp- 
nea of cardiac origin have symptoms out of 
proportion to the measurable ventilatory defect, 
whereas patients with dyspnea secondary to pul- 
monary disease usually have a ventilatory defect 
comparable to their symptoms. 

DOCTOR ADOLPH: How far should we pro- 
ceed if no ventilatory deficit exists. Approxi- 
mately one-tenth of the patients apparently show 
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no deficit. Are further tests indicated in his case? 
DOCTOR CUGELL: By all means. In fact, our 
last case (No. 7) illustrates this problem. A 39 
year old foundry worker with exposure to abra- 
sive dust for a long period was extremely dyspne- 
ic. His chest X-ray, however, showed only a slight 
increase in peripheral pulmonary markings. His 
ventilatory function tests were normal - the 
usual finding in patients who have symptoms 
secondary to chronic inhalation of irritants. 
Further studies revealed low arterial oxygen 
saturation and low pO». He exhibited a marked 
impairment of diffusion. Lung biopsy showed a 
non-specific granulomatous infiltration, marked 
interstitial fibrosis, and hyalinization of the al- 
veolar membranes. 


The last two cases (No. 6 & 7), therefore, 
illustrate instances where only studies which ex- 
tend beyond ventilatory function can accurately 
determine the cause of the symptoms. I might 
add that we also see many patients from our 
cardiac clinic with a presumptive diagnosis of 
cor pulmonale. If our entire battery of tests is 
normal we do not consider cor pulmonale an 
acceptable diagnosis. 

DOCTOR SAMTER: In each of the cases you 
have presented today, the one second vital ca- 
pacity correlates well with other tests of ventila- 
tion, and the patient’s symptoms. Is there, then, 
any indication for performing the other tests? 
DOCTOR CUGELL: Opinions differ in this re- 
gard, but basically I agree with you. I perform 
far fewer tests than many in this field. 

DOCTOR Herbert NEUHAUS, Clinical As- 
sistant in Medicine: I have found poor corre- 
lation between MBC and one second vital capac- 


ity in my patients with cavitating tuberculosis. 


DOCTOR CUGELL: Yes, this is to be expected 
since cavities or blebs empty late with forced ex- 
piration. Therefore, MBC may be normal while 
the one second vital capacity is reduced. 
DOCTOR SAMTER: In our asthmatic patients 
we measured experimentally the “flow rate” as 
an index of ventilatory function. We have, how- 
ever, returned to the use of timed vital capacity 
since it is easy to train the patient in its per- 
formance, and its results are consequently more 
reliable. Many patients become too quickly fa- 
tigued for reliable MBC determinations. 
DOCTOR SAXTON: I am disturbed about the 
discrepancy in incidence of cor pulmonale on 
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both sides of the Atlantic Ocean. The English 
figures show a much higher incidence than ours ; 
they feel that 70% of all emphysema patients die 
because of cor pulmonale. Doctor Gellman, do 
you use, perhaps, different criteria for your 
diagnosis of cor pulmonale? 

DOCTOR D. D. GELLMAN, Research Fellow 
in Medicine: In England the most common cause 
of death in patients with chronic bronchitis and 
pulmonary emphysema is a sudden exacerbation 
of the disease with dyspnea, cyanosis, neck vein 
distention, hepatic enlargment, peripheral ede- 
ma, a loud second pulmonic sound, and promi- 
nent anterior thrust with systole: this is what 
we call cor pulmonale, and I presume you would 
accept these diagnostic criteria here also. 
DOCTOR SAXTON: Doctor Cugell, do you 
believe that pulmonary functions must be ab- 
normal and that the arterial O, saturation must 
be low before the diagnosis of cor pulmonale is 
justified ? 

DOCTOR CUGELL: Yes, although arterial 
oxygen may be normal, I do not believe that 
right ventricular hypertrophy alone equals cor 
pulmonale. Pulmonary disease must, by defini- 
tion, be present. 
DOCTOR Mohammed MOSTAFA, Research 
Assistant in Respiratory Center: Would you 
define “pulmonary disease ?” 

DOCTOR CUGELL: Pulmonary emphysema, 
is, by far, the most common cause of cor pul- 
monale. 

DOCTOR SAXTON: I should like to add a few 
disjointed remarks which emphasize some of our 
difficulties. In patients who were seen in our 
laboratory before and after mitral commissur- 
otomy, we have noted with some surprise that 
despite remarkable symptomatic improvement, 
lung distensibility or “compliance” and vital ca- 
pacity decrease. Yet they feel better. The only 
measurable improvement is seen in reduction of 
pulmonary capillary pressure. 

Secondly, in an attempt to outline some easy 
procedures which will aid our house staff in the 
management of an acute respiratory problem, 
e.g., in a pulmonary “cripple,” we have suggested 
three tests: (1) the vital capacity which will be 
abnormal if ventilatory deficiency is present; 
(2) the CO, content of venous blood which can 
be measured in our chemistry laboratory as easily 
as CO, combining power; if metabolic acid base 


34 


imbalance is suspected, a blood pH should also 
be performed; (3) determination of arterial 
oxygen saturation before and after O, adminis- 
tration. A precise measurement requires a Van 
Slyke apparatus, but we have set up color stand- 
ards by which a fairly accurate estimate can be 
made by simple color comparison under red 
light. We have found that these tests provide a 
sound, if approximate, physiological basis for 
guidance of therapy. 

DOCTOR ADOLPH: Since your tests are used 
not only as a diagnostic tool but also as a guide 
for therapy, one wonders how accurate they are. 
DOCTOR CUGELL: These tests, frankly, are 
of least value in the management of the patient. 
As Doctor Fox said, we repeatedly see marked 
clinical improvement without change in the re- 
sults of a ventilatory test. 

DOCTOR GELLMAN: About a year ago I 
attended a meeting in England where Doctor W. 
B. Briscoe discussed the reasons for performing 
respiratory function tests. Among other reasons, 
he gave first the metaphysical one that he was 
curious to know what was going on in the lungs, 
second that they helped him to teach clinicians, 
third that they gave young doctors something 
to talk about at the English equivalent of your 
American Board examinations. Assistance in 
clinical diagnosis came very low on his list. 

I think that much of the clinical information 
given by respiratory function tests can be ob- 
tained in a much more simple manner. For in- 
stance, asking a patient to blow out a match with 
his mouth wide open gives us some indication of 
his maximum midexpiratory flow rate (perhaps 
the most important single factor in obstructive 
pulmonary disease). A patient who can blow out 
three matches in succession does not have signifi- 
cant impairment. 

Another useful clinical test in obstructive lung 
disease is to auscultate the chest during forced 
expiration. In emphysema, expiration is pro- 
longed, and high pitched sibilant rhonchi appear 
early: in the normal patient these rhonchi ap- 
pear, if at all, only at the very end of expiration. 
We frequently have to decide whether a patient 
is more affected by abnormalities of ventilation 
or of diffusion. We can roughly decide this point 
by exercising the patient. If he becomes more 
dyspneic than cyanosed, the problem is one of 
ventilation. If he becomes more cyanosed than 
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dyspneic, diffusion is at fault. A great deal about 
obstructive pulmonary disease can also be 
learned by intelligent fluoroscopy of the chest, 
another procedure which the clinician can readi- 
ly carry out himself. 

I was very sorry that none of the previous 
speakers drew attention to the value of studying 
the shape of the expiratory spirogram. It is easy 
to record the vital capacity on a fast-moving 
drum and from this single curve one can deter- 
mine vital capacity, timed vital capacity and 
maximum midexpiratory flow rate. In emphy- 


Do-it-yourself 

These do-it-yourself crusades in the feminine 
magazines are playing fast and loose with the 
established crafts of English life. Most of the 
spring was marked by blistering the paint off 
doors with a blow-lamp and making out the re- 
sultant claims for the fire insurance people, then 
surging on knee deep into synthetie paint and 


synthetic paste for synthetic wallpaper. I called 


at the chemist’s shop on my way home. He al- 
ways has some cheerful: scheme for trying out 
the latest samples on the unsuspecting but that 
afternoon his face was unusually grave. He 
leaned across the counter and asked if my wife 
was feeling better. I said that as far as I could 
remember the old girl was last seen at lunch 
time deep in ideas for brightening up the bath- 
room. A lot must have happened since then. 
About 2 o’clock our eldest daughter had bought 
half a pound of Epsom salts; nothing unusual 
if that is the way your fancy takes you. But at 
half past three our youngest offspring had come 
hurtling down the road on her bicycle, burst 
frantically into the shop, and demanded another 
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sema this single test is therefore one of the most 
useful available. 

DOCTOR CUGELL: In general I quite agree. 
I did not mention Doctor Briscoe’s metaphysical 
remarks because I wasn’t invited here to discuss 
the philosophy, but rather the practical aspects 
of respiratory function tests. It might be well to 
emphasize, however, at the end of this discussion 
that only the years of trial and error in the assay 
of pulmonary function have given real meaning 
to the clinical methods which Doctor Gellman 
has mentioned. 


>>> 


four pounds of Epsom salts for her mummy who 
wanted it so urgently that she had forgotten to 
send any money. I made good the outstanding 
debt and warned the chemist not to sell any dy- 
namite to the family without a signed prescrip- 
tion. The journey home was worryingly punctu- 


’ ated with halt signs and possible diagnoses. I 


ran up the stairs into the house. No tea ready 
in the lounge, not a sign of life. 'Then strange 
noises floated down from the bathroom. I took 
the stairs two at a time and banged nervously 
on the door. The next-of-kin, in an indecently 
healthy voice, pointed out that the door was not 
locked but she was too busy to open it, and sug- 
gested that I use the one outside. That was no 
time for false modesty, when the full wealth of 
my Clinical skill might be put to good use at 
last. My jaw dropped. The better half was kneel- 
ing on the windowsill, slapping some opaque 
decoration on the lower panes of glass. “Here,” 
she said brusquely, “come and help stir up some 
more Epsom salts before it sets.’ With a sigh 
of relief I did it myself, as the magazine said. 
In England Now. Lancet, Sept. 1, 1956. 
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EDITORIALS 


Drug induced illnesses 

A century ago, many treatments were worse 
than the disease. Nowadays, many treatments 
produce disease, especially when sound_ thera- 
peutic principles are not employed. Every physi- 
cian should be on guard to detect these drug 
and surgically induced disorders. 

The best known and easiest to recognize are 
those associated with steroid therapy. Symptoms 
include hypertension, drowsiness, hyperglyce- 
mia, sodium retention, potassium loss, acne, buf- 
falo hump, hirsuitism, and negative nitrogen 
balance with muscle wasting and osteoporosis. 
The abrupt withdrawal of steroids may cause 
headache, nausea, vomiting, restlessness, and 
muscle and joint pain. The steroids also are 
capable of bringing about adrenocortical atrophy 
leading to adrenal exhaustion at the time of 
some future stress situation. As a result, it may 
be wise to test adrenocortical function or ad- 
minister hydrocortisone to anyone who has re- 
ceived steroid therapy within three to six months 
previous to encountering a severe burn or acci- 
dent or when surgery is contemplated. 

The rising incidence of periarteritis nodosa 
since 1936 has been blamed on a nonspecific 
hypersensitivity: reaction to the sulfonamides. 
A similar reaction to serum injections and other 
drugs also may play a role. 

The hydralazine syndrome (rheumatoid ar- 
thritis and lupus erythematosus) has occurred 
in patients treated successfully with hydralazine 
hydrochloride (Apresoline). This phenomenon 
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usually begins with the rheumatoid arthritis 
phase (chills, migrating arthralgia, and myal- 
gia). If the drug is continued the patient pro- 
gresses into the lupus erythematosus stage, with 
fever, prostration, cutaneous sensitivity to ul- 
traviolet light, lupus type rash, and enlargement 
of spleen and lymph glands. 

The prolonged administration of hexametho- 
nium for hypertension may lead to interstitial 
pulmonary fibrosis. This syndrome is charac- 
terized by a relentless, progressive dyspnea that 
may bring death from acute fibrosis within 30 
days. Symptoms of epilepsy and parkinsonism 
have been precipitated with Rauwolfia serpen- 
tina. 

Many drugs have been implicated in toxic 
psychoses, hepatic coma, and neuritis. Strepto- 
mycin, for example, affects the eighth nerve; and 
stilbamidine gives rise to facial paresis and hyp- 
esthesias. Hepatic diseases have been associated 
with the use of chlorpromazine, arsphenamine, 
thiouracil, and methyltestosterone. Toxic hepa- 
titis has been known to follow the use of picric 
acid, dinitrophenol, gold compounds, chloroform, 
arsenobenzol compounds, and the sulfonamides. 

Hemotoxie drug reactions also are common. 
A depression of all the bone marrow elements 
may ensue after amphetamine, Atabrin, phenyl- 
butazone, hydralazine, and anti-epileptic drugs 
such as Tridione, Mesantoin, and Dilantin. The 
granulocytic elements of the bone marrow are 
depressed by dinitrophenol, sulfapyridine, thi- 
ouracil, Butazolidin, chloramphenicol, and anti- 
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histaminic agents such as antergan and Pyri- 
benzamine. 

The use of high oxygen concentrations is re- 
sponsible for retrolental fibroplasia. ‘The dump- 
ing syndrome is a well known aftermath of gas- 
trectomy. After eating, the patient experiences 
a sensation of fullness and churning in the epi- 
gastrium, generalized weakness, sweating, tachy- 
pnea, tachycardia, pallor, and transient hyper- 
tension. 

A number of gastrointestinal disorders, rang- 
ing from anorectal syndrome to Candida albi- 
cans infections, have been traced to the broad 
spectrum antibiotics. Diseases caused by resistant 
staphylococci are being recognized, including 
septicemia and endocarditis. Ulceration and per- 
foration along the gastrointestinal tract follow 
steroid medication. 

In the past, these reactions and drug induced 
illnesses were blamed on impurities, overdosage, 
or individual sensitivity. Even though we now 
know about these syndromes, we remain in the 
dark as to their cause. Various biochemical, en- 
zymatic, and metabolic lesions are suspected. 
Idiosyncrasy and hypersensitivity reactions are 
other possibilities. 


< > 


A. M. A. clinical session 
at Seattle 

Ten delegates from the Illinois State Medical 
Society were seated at the meetings of the House 
of Delegates. Three alternate delegates were also 
present, and the President, Chairman of the 


Council, Director of Public Relations and the 


Secretary were also in attendance throughout 
the session. The meeting, held November 27-30, 
had two meetings of the House of Delegates, held 
on Tuesday and Thursday. Wednesday was given 
_ over to meetings of Reference Committees which 
sessions were well attended. 


The total registration for the meeting was ap- 
proximately 6,500 and nearly 3,000 members 
were present. This was a much larger member 
registration than had been anticipated. There 
were only 26 resolutions introduced during these 
sessions, and perhaps the one which was dis- 
cussed at greater length than all others, was per- 
taining to the changes which had been proposed 
in the Principles of Medical Ethics. The Pre- 
amble and seven of the ten sections seemed to 
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be acceptable in their present form, but the 
other sections, especially 6 and 7, needed more 
specific attention. These were relative to: 

1. Division of fees; 

2. The dispensing of drugs and appliances; 

3. The corporate practice of medicine ; 

4, Greater emphasis concerning the relation- 

ship between physicians and patients. 

The reference committee recommended that 
the proposed Principles of Medical Ethics be 
referred back to the Council on Constitution 
and By-Laws for further study and consid- 
eration of the above stated principles. It was 
further recommended that this study be com- 
pleted at least six weeks prior to the June ses- 
sion and that the new version be published in 
The Journal in order that all interested physi- 
cians might have an opportunity to comment 
thereon. 

A resolution was introduced recommending 
discontinuance of the interim sessions, or clinical 
meetings. The House adopted a reference com- 
mittee report which recommended that these in- 
terim sessions be continued because of the pub- 
lic relations value to the A. M. A. and the edu- 
cational value to the physicians and the general 
public in the various geographical areas involved. 
Tt was also urged that maximum attention be 
given to these potential benefits in selecting a 
city for the interim session. 

Although there were not nearly as many tech- 
nical exhibitors at the interim meetings as are 
housed for the regular annual meetings, the ex- 
hibitors seemed to be quite busy throughout the 


‘session, and seemed well satisfied with the in- 


terest shown in their exhibits. There were many 
scientific exhibits as usual which were likewise 


very popular and well attended throughout the 


meeting. 

Several state societies presented checks to the 
American Medical Education Foundation: Cali- 
fornia, $132,981; New Jersey, $25,000; Utah, 
$11,870, and Arizona, $3,695. The A. M. A. 
contributed another $125,000 to this fund, 
bringing its 1956 total, to $343,000. 

The 1957 Annual Meeting will be held in New 
York in June and the Clinical Session in Phila- 
delphia the last week in November. 

The Seattle and State of Washington Com- 
mittee on Arrangements had done a fine job 
and had members present on all occasions to 
aid the out of state members. 
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Medicine and the “Third Party” 
It would be difficult, if not impossible, to set 
down remarks about this topic without repeating 
what has been said many times. Too often these 
remarks have been set down in moments of anger 
and during stormy sessions when much more 
heat than light has been shed on the problem at 
hand. On other occasions, politeness or mutual 
professional respect on the part of the negotia- 
tors, has prevented clear-cut expression on points 
of disagreement. 

With the social trends of the past two decades 
and the continuous economic spiral upward, it 
appears that calm, deliberate consideration by 
all parties concerned is now mandatory. The 
time has come for the medical profession to ad- 
mit with all possible candor that physicians must 
be adequately compensated for the services they 
perform. The “Third Party” is with us to stay. 
The survival of the private physician now de- 
pends on unity within the profession and firm 
and honest representation in dealing with the 
“Third Party”. : 

An agreed objective is necessary before proper 
negotiation can be started. Therefore, it would 
appear that the agreed objective should be: 
“Good medical, surgical and obstetrical care to 
patients, and this care administered by a physi- 
cian and/or surgeon of the patient’s choice; and 
this care obtainable at a reasonable cost.” 

To attain this objective, considerable effort 
has been made in the past two decades and much 
impetus has been given in the past decade by 
insurance companies, pre-pay plans, (Blue Cross, 
Blue Shield, etc.), and industrial management 
and labor union plans. With the rapid strides 
made in medicine in recent years the cost of the 
desired objective has risen so rapidly that it has 
become difficult to formulate any plan which 
can be calculated with the actuarial accuracy 
that is necessary if such plan is to remain solvent 
and discharge its responsibility. 

Who are the parties to the problem of medical 
care? First, and- always to remain first, is the 
patient, his ills, the ills of one dear to him, or 
the ills of one for whom he is responsible. Sec- 
ond, by necessity and by tradition, is the physi- 
cian and surgeon. The “Third Party,” is the 


Report of Illinois State Medical Society Advisory 
Committee’ to the United Mine Workers of America 
Welfare and Retirement Fund. Adopted by Council 
of Illinois State Medical Society—Dec. 16, 1956. 
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plan for profit, plan not for profit, and the man- 
agement and labor union plan to assist the pa- 
tient in paying for his illness. 

The ideal is for each of the three parties to 
have mutual respect for the other two. This re- 
spect can come only when basic rules of honesty 
and integrity are practiced by all concerned. 


The patient should confine his complaints to 
his illness and choose a physician in whom he 
has implicit faith. To do otherwise immediately 
precludes successful management of any case. 
Few, if any, physicians would care to make a 
diagnosis or carry out treatment in any given 
case without being assured of the full confidence 
of the patient. 


The physician, in return for the faith and 
trust placed in him, is obligated to see that the 
patient receives good medical, surgical and ob- 
stetrical care at a reasonable cost. The physician 
should at all times be willing to request aid of 
his colleagues in any case in which the progress 
is other than that desired or to be expected in 
the light of our current knowledge. The physi- 
cian should also be willing to have any contested 
fee arbitrated by a group of fellow physicians 
who have been given the facts in any given case. 


What then is the function of the “Third 
Party” in this important triangle? The “Third 
Party” is present to assist the patient in paving 
for his medical care. Insurance companies and 
pre-pay plans with their actuarial experience tell 
the patient in his policy what to expect in the 
way of assistance, which invariably is in direct 
proportion to the amount of premium paid, and 
the patient chooses his physician. Unfortunate- 
ly, the management and labor union plans have 
not been as considerate of either the ‘patient or 
the physician. Admittedly it is a herculean task 
to keep the management and labor union funds 


solvent. These funds should perhaps revise their . 


thinking and practice more realism and less pa- 
ternalism in discharging their responsibilities of 
stewardship. It is not realistic for a physician 
to charge one fee to a $24 a day industrial work- 
er’s labor union fund and then charge a higher 
fee for the same service to a less fortunate friend 
or relative of the same patient who earns his 
living in some other type of work. It is equally 
unrealistic for the medical profession to accept 
a plan whereby someone other than the patient 
chooses his physician and/or surgeon. 
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Certainly the problems of the “Third Party” 
will always be with us. Misunderstandings can 
be expected just as inefficiency and unreasonable 
fees are inevitable. However, as Lincoln said, 
“No nation can be half free and half slave.” The 
medical profession likewise cannot be “half free 
and half slave.” 

The attached agreement formulated after ma- 
ture consideration of all parties concerned is pre- 
sented to you. Your Committee feels the rights 
of the patient, the physician and the “Third 
Party” are safeguarded — any other agreement 
would lead to medical care of an inferior type. 

The contract for services and the compensa- 
tion for services must always remain a matter 
between the patient and the physician if a sat- 
isfactory patient-physician relationship is to be 
maintained. Any “Third Party” entering into 
this medical care picture must of necessity do 
so with a sound fiscal policy and a cooperative 
attitude. 

The undersigned constitute a duly appointed 
Advisory Committee to the United Mine Work- 
ers of American Welfare and Retirement Fund. 
This Committee attempted to cooperate with the 
fund in formulating policies and procedures for 
medical care of beneficiaries. 

The Illinois State Medical Society agrees that 
the objective of the Fund should be to provide 
good medical, surgical and obstetrical care to 
its beneficiaries at reasonable cost. This medical 
care should be furnished by the physician or sur- 
geon of the patient’s choice. 

Repeated meetings and consultations with 


representatives of the United Mine Workers of _ 
America Welfare and Retirement Fund have > 


failed to produce an agreement which embodies 
the aforementioned principles, deemed essential 
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to any agreement entered into by the Illinois 
State Medical Society. 

It is obvious that publication of a list of so- 
called participating physicians by the Fund ef- 
fectively circumvents the basic principle of free 
choice of physician by the beneficiaries of the 
Fund. It is equally apparent that the Fund ex- 
erts an arbitrary power to remove physicians and 
hospitals from their so-called participating list 
despite the fact that these physicians and/or hos- 
pitals are recognized by accreditation bodies con- 
stituted within the medical profession. The Fund 
also refuses to accept recognition of hospitals 
and/or physicians on the basis of proved ability, 
as determined by local accrediting agencies. 

It is therefore recommended to the Council 
that the Illinois State Medical Society reluc- 
tantly, yet firmly, condemns the attitude as- 
sumed by the United Mine Workers of America 
Welfare and Retirement Fund as stated by their 
medical representatives. 

It is further recommended that the Illinois 
State Medical Society inform each member of 
its decision in the matter. 

It is finally recommended that the Illinois 
State Medical Society inform each of its mem- 
bers that it does not look with favor upon any 
member physician who includes the United Mine 
Workers of America Welfare and Retirement 
Fund in negotiations for medical, surgical and 
obstetrical care for any beneficiary of the Fund. 

Burtis FE. Montgomery, M.D., Chairman; 
James A. Weatherly, M.D., Vice Chairman; Wil- 
lard W. Fullerton, M.D.; David Bennett, M.D. ; 
J. A. Mathis, M.D.; Charles Ahlm, M.D.; Ken- 
neth H. Schnepp, M.D.; Arthur R. Branden- 
berger, M.D.; Edwin C. Bartelsmeyer, M.D.; 


Willis I. Lewis, M.D. 


>>> 
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MEDICAL ECONOMICS q- 


New Workmen’s Compensation Law 
and Rehabilitation Act Prepared by 
Illinois State Medical Society 


Freperick W. SLose, M.D., CuHicaco 


N December, 1955, the House of Delegates of 

the American Medical Association adopted a 
report on medical relations in workmen’s com- 
pensation to guide the medical profession in the 
evaluation and implementation of progressive 
workmen’s compensation programs. The House 
of Delegates of the Illinois State Medical Soci- 
ety directed its Committee on Industrial Health 
to develop a program, including necessary legis- 
lation, to implement the recommendations con- 
tained in the A.M.A. report. 

The Committee first considered drawing up 
certain amendments to existing laws. Finally, 
however, because medical relations in workmen’s 
compensation are so intimately connetted with 
all aspects of a workmen’s compensation pro- 
gram, entirely new legislation seemed necessary. 
A bill designed to rehabilitate occupationally 
injured employees to health and vocational op- 
portunity as able-bodied and_ self-supporting 
citizens will be submitted to the General Assem- 
bly in January. Pertinent features of the bill 
are discussed in the following paragraphs. 

The significance of the title, “The Workmen’s 
Compensation and Rehabilitation Act,” is ap- 
parent in that attention is immediately directed 
toward the importance of medical rehabilitation. 


Chairman, Committee on Industrial Health 


Old Workmen’s Compensation and Occupational 
Disease Laws Combined in One Law 

This has several advantages and is made pos- 
sible by certain definitions used. There is prece- 
dent for these definitions in other state laws and 
in supreme court interpretations. For example, 
pertinent definitions are as follows: “Injury 
means the mental or physical harm to an em- 
ployee caused by accident or disease arising out 
of and in the course of employment.” “Disease 
means a disease arising out of exposure to harm- 
ful conditions of the employment which condi- 
tions are present in a peculiar or increased de- 
gree by comparison with employment generally.” 
“Accident means only an unexpected event which 
occurs without the affirmative act or design of 
the employee.” Thus, no specific diseases are 
mentioned and benefits for silicosis or other 
diseases are neither limited nor treated differ- 
ently from disability formerly ascribed to trau- 
matic injury only. Seventeen states now have 
compulsory inclusion of all occupational diseases. 
Workmen’s Compensation and Rehabilitation 
Commission 

The bill sets this up as an independent and 
separate State agency. All employees, however. 
will be under the new Department of Personnel 
with the exception of the Commissioners, the 
members of the Board of Appeals and the Dep- 
uty Commissioners. The Commission will con- 
sist of three members having staggered terms of 
6 years, appointed by the Governor with the 
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Senate’s advice and consent and consisting of one 
attorney, one physician, and one person especial- 
ly experienced in public or business administra- 
tion. All three members cannot be of the same 
political party. The Commissioners do not hear 
cases but have complete charge of administering 
the Act. All hearings are conducted before the 
deputy commissioners. 
State Council 

This will consist of 10 members appointed by 
the Commission, with two members representing 
each of the following groups: employers, em- 
ployees, lawyers, physicians, and insurance car- 
riers. These have two year terms and have quart- 
erly meetings to study problems pertaining to 
the administration of the Act, including reha- 
bilitation. 


Medical Advisory Committee 

This committee will be appointed by the Com- 
mission. In the appointments, consideration is 
given to recommendations made by the Illinois 
State Medical Society. The committee consists 
of 5 members, all having two year terms, the 
physician member of the Commission acting as 
chairman and ex officio member. Important 
functions of this committee will be to advise 
the Commission on medical policy and practices, 
including rehabilitation; to prepare registers of 
physicians willing and qualified to serve injured 
employees; to prepare regulations jointly with 
the Commission; to mediate complaints by or 
against physicians concerning reports, testimony 
and payments; to make recommendations as to 
removal of names from the register; and to su- 
pervise fees and charges of physicians and‘ hos- 
pitals. 
Workmen's Compensation and Rehabilitation 
Board of Appeals epee 

This will be independent of the Commission 
except for budget keeping and administrative 
expense purposes only. It consists of three mem- 
bers appointed by the Governor, all being full 
time, all attorneys and having 6 year terms. 
One is assumed to be representative of the em- 
ployers, one of the employees and one represent- 
ing neither. This Board hears appeals on ques- 
tions of both law and fact from any decision of 
the Commission on a claim for compensation. 
Medical Rehabilitation - Choice of Physician 

The employee will have the right to accept 
the services of the physician designated by the 
employer or to select a physician from a register 
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of physicians recommended by the Medical Ad- 
visory Committee and approved by the Commis- 
sion for the community in which services are 
required. Thus the choice, though broadened, 
remains limited, the number on the register 
varying with the area and local conditions. 
After this initial choice, the employee may 
select another physician once but, thereafter, 
any change can be made only on the Com- 
mission’s approval. There are regulations about 
sending in reports promptly and the submission 
to examination by another physician at the re- 
quest of the employer or Commission. The Com- 
mission, after consultation with the Medical Ad- 
visory Committee, has authority to make rules 
and regulations regarding fees for professional 
and hospital services. | 
Obviously, since the cost of medical care is 
borne by the employer, and since the new law 
gives the patient the right of choice of physician, 
it follows that certain safeguards are necessary 
both as regards charges and quality of care. As 
concerns fees, there is really no change in the 
law since the present compensation law gives 
the Commission “the power to determine the 
reasonableness and fix the amount of any fee 
. . . charged by any person, including attorneys, 
physicians, surgeons and hospital, for any serv- 
ice performed in connection with this Act.” And 
it is believed that the new law furnishes ample 
safeguards through the Medical Advisory Com- 
mittee and the fact that one of the members of 
the Commission must be a physician. It is be- 
lieved that by efficient administration, likewise, 
the quality of care can be supervised so that both 
the employee and the employer are protected. 
Some physicians whose major interests and 
affiliations are in occupational medicine may 
view a system of limited “free” choice of physi- 
cian with misgivings. These should bear in mind 
that the physician furnishing adequate and prop- 
er service is usually rewarded by gaining the 
confidence of the employees and thereby accept- 
ed. Furthermore, he has the satisfaction of 
knowing that he is acceptable to the employee 
and not forced upon him. Also, that the new law 
contains safeguards against abuses and penal- 
ties for coercion, misrepresentation, and other 
circumventions of the spirit and intent of work- 
men’s compensation. The Wisconsin system is 
similar to that proposed here and it has proved 
mutually satisfactory to all concerned. 
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Complete medical care is provided with neither 
time nor money limitation; training in the use 
of prostheses is included. Also, there is appro- 
priate provision made for occupational diseases 
which may not be manifested until a consider- 
able time has elapsed. 

There is variation among states regarding 
choice of physician and the existence of fixed fee 
schedules. A study of insurance statistics fails 
to indicate any uniform relationship between 
either choice of physician, fixed fee schedules or 
both, and workmen’s compensation costs. 
Vocational Training 

This is given considerable prominence because 
the avowed purpose of the new law is rehabili- 
tation and restoration of occupationally injured 
employees to health and vocational opportunity 
as self-supporting citizens. Active medical re- 
habilitation is assumed to be part of total treat- 
ment. In addition, the employee is entitled to 
such vocational training as may be necessary to 
restore him to his former job or suitable employ- 
ment. The State Division of Vocational Rehabili- 
tation may be utilized for this purposé. The 
employer, however, is not liable for any expense 
for such services unless he elects to provide them 
under some private. auspices approved by the 
Commission. It is mandatory to refer patients 
for vocational rehabilitation training if there 
is likely to be partial or total incapacity for a 
remunerative occupation. Final decision is with- 
held until maximum medical and vocational re- 
habilitation have been attained. 

The need for a closer integration between 
workmen’s compensation administration and re- 
habilitation is urgent. Treatment should be 
pointed toward rehabilitation from the very be- 
ginning. But most jurisdictions have experienced 
difficulty putting this into practice. There is 
ample proof that a well directed rehabilitation 
program, in addition to its humanitarian as- 
pects, lowers medical costs in the aggregate as 
well as costs applicable to permanent impair- 
ment. 
Second Injury Fund 

As in the present law, the employer makes a 
payment into a special fund when an employee 
loses one eye, foot, leg, arm or hand. Then, if 
in a subsequent injury another member is lost, 
the Fund takes over the excess loss occasioned by 
permanent disability beyond the loss of the sec- 
ond member alone. The new bill does not ex- 
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tend the scope of the Fund to instance of ag- 
gravation of pre-existing conditions. Although 
entirely sympathetic with these problems, it is 
believed that sufficient factual data to serve as 
a basis for a blanket inclusion of pre-existing 
conditions in the Fund are not available. Cur- 
rent developments indicate that a practical, fair 
resolution of this problem may be expected in 
the foreseeable future. 

Indemnity Benefits 

Compensation for permanent disability is 
based on medically determinable residual im- 
provement after maximum rehabilitation with- 
out regard to current earnings. Such a_ basis 
appears to be medically and scientifically 
sound, Payments are based on weekly install- 
ments of a certain percentage of average 
weekly earnings, the exact percentage being left 
blank as this was a matter which was not con- 
sidered to be within the scope of the Medical 
Society. Using the percentage of average earn- 
ings as a basis appears logical. This percentage 
is not varied, depending upon marital state or 
the number of children any more than that the 
employee’s wages vary because of this. Perma- 
nent total disability is paid for life. Permanent 
partial disability for conditions other than sched- 
uled amounts related to members, such as an 
arm, finger or eye are also payable for life but 
not to exceed a certain number of weeks, the 
exact number being left for other groups to de- 
termine. The determination of this, again, is 
based on medically determinable residual im- 
pairment after maximum rehabilitation, with- 
out regard to post-injury earnings. The schedule 
for loss of members such as the arm, leg, finger 
and eye is based on a certain percentage of av- 
erage weekly earnings paid. The ‘number of 
weeks paid for an arm or leg again is not en- 
tered, again being beyond the scope of the Com- 
mittee’s function. There are provisions in some 
jurisdictions for payment based on a percent- 
age of what the loss of an arm, for example, 
would be to a total permanent disability of the 
whole person. Such a basis has much to recom- 
mend it but it is believed that sufficient medical 
data are not yet available to indicate its adop- 
tion at this time. 

There is no schedule for hernias or disfigure- 
ment, it being believed that these conditions will 
be judged on their own merits within the scope 
of the law. 
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Compromise Settlements 

These are provided only when the dispute is 
limited to the question of liability and the 
parties’ rights. They are not available when the 
only question is the extent of disability. 
Settlement Agreements 

These must include a stipulation recording 
the facts and findings, the medical costs, the 
amount of indemnity paid and whether the em- 
ployee has returned to work. If a compromise, 
the employee must sign a statement indicating 
that he understands it is a final, permanent 
settlement, and that he is aware that he has the 
right to take his claim to the Commission. . 
Lump Sum Payments 

Limitations are provided in allowing these, 
including the requirement of a specified time 
interval before they are submitted for approval. 
Procedure for Hearings 

All original hearings are before the deputy 
commissioners. Their decisions are conclusive 
unless a petition for review is filed before the 
Board of Appeals. 

There is provision for taking depositions of 
witnesses in lieu of attendance at hearings. This 
is something which should be of considerable in- 
terest to physicians. There is provision for ju- 
dicial review of decisions on questions of law 
only. 
Penalties 

There are penalties for solicitation of employ- 
ment by anyone for himself or another regard- 
ing any claim or ease; for the coercion of em- 
ployer or employee in the exercise of their rights 
and responsibilities; for contempt; for willfully 
making any false or misleading statement or 
representation for the purpose of obtaining or 
defeating any benefit, fee or allowance under the 
Act; for receiving fees on account of services 
rendered as representative of the employee, un- 
less approved by the Commission. It is believed 
these penalties should go a long way in eliminat- 
ing certain abuses, particularly the section deal- 
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ing with misrepresentation and solicitation. 
The Bill’s Future 

The future of this bill or any portion of it 
can only be surmised at this time. It is the Com- 
mittee’s sincere belief that this bill, if passed and 
efficiently administered, offers substantial im- 
provement over the present system. Obviously, 
it will require a much greater budget than is 
presently available. Various groups have intro- 
duced bills in the past representing industry, 
labor and other interests, but it has been the 
Committee’s aim to try to draw up a bill with 
the specific objectives of obtaining maximum 
medical rehabilitation of the employee and ef- 
ficient administration of the act. In endeavor- 
ing to do this, it is cognizant of the com- 
plementary relationship existing between good 
medical care and good administration of the 
Act because one cannot be obtained without the 
other. It is believed that the increased State 
budgetary requirement is something for which 
there has been a crying need for many years. 
It is believed that the cost to the employer will 
not be increased; on the contrary, good medical 
care and sound administration of the Act should 
reduce the eventual costs. 

The foregoing is not a criticism of the present 
administration of the Workmen’s Compensation 
Act because it is realized that the agency is un- 
derstaffed and that it is impossible to carry out 
many of the objectives of workmen’s compensa- 
tion with an insufficient number of personnel, 
an inadequate salary level, inadequate budget, 
insufficient space and a law which leaves much 
to be desired. 

With an industrial society which is becoming 
more complex and increasing in numbers and 
scope, the medical profession is increasingly 
cognizant of its responsibility in the medical 
care of injured employees. It is hoped that all 
interested groups as well as individual physi- 
cians will do their utmost in facilitating passage 
of this important legislation. 
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THE P.R. PAGE 


Edward A. Uzemack, Director of Public Relations 


O NE of the most vexing problems in the in- 

ternal public relations of the Illinois State 
Medical Society lies within the category of mass 
communications . . . How can we most effectively 
get essential information into the hands of our 
more than 10,000 physician members? 

Direct mail, publicity in the state Journal 
and county bulletins, speaking engagements and 
communication through local societies have been 
tried with varying degrees of success. None has 
ever reached the point of ideal efficiency. 

In talking to physicians in various parts of 
the state during the past several months, I have 
found vast gaps of knowledge on matters per- 
taining to organizational affairs. I have been 
confronted with complaints that the state soci- 
ety fails to keep its membership properly in- 
formed. 

Some of this criticism. may well be justified, 
and the state society will continue its attempts 
to improve communications with its member- 
ship. However, the complaints begin to lose 
weight when there is evidence that many physi- 
cians take little interest in the affairs of their 
county societies, from which come the directives 
that guide the activities of the House of Dele- 
gates, the State Council and their various com- 
mittees. 

After all it is at the county meetings where 
organizational information is most readily avail- 
able, since the secretary of the Illinois State 
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Medical Society corresponds regularly with the 
secretaries and other officers of the. respective 
local societies. The periodic “Secretary’s Letter”, 
emanating from Monmouth, Illinois is a valu- 
able source of information on ISMS activities. 

Some physicians complain that they know lit- 
tle of what goes on at the annual meetings of the 
House of Delegates (because of their inability 
to attend), yet they admit that they have not 
taken the time to read the report of the pro- 
ceedings of the House of Delegates, which is 
always published by the Journal. This year the 
proceedings took the form of a supplement for 
the special convenience of busy medical practi- 
tioners. 

The Journal itself, which goes each month 
to every member of the society, contains many 
informative articles on the socio-economic as- 
pects of medicine and other items of general in- 
terest to the profession. But it is apparent that 
many doctors fail to read these articles.’ 

The society’s associate counsel, Walter Ob- 
linger, publishes an excellent report on medical 
legislative matters at frequent intervals. It is 
called the “Information from Springfield for 
Medical Societies” and is available free of charge 
to.any member of the society who asks to be 
placed on the mailing list. 

A request for the Springfield newsletter gives 
us reasonable assurance that it will be read. It 
has been demonstrated that routine mailing of 
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this informative publication to all members of 
the society would be a waste of paper and post- 
age. Since the Illinois legislature meets this 
year, and your society will support and sponsor 
a number of pieces of legislation important to 
medicine, it would be well worth a physician’s 
time to have himself placed on the mailing list 
for “Information from Springfield for Medical 
Societies.” This can be done by writing to the 
Director of Public Relations, Illinois State Medi- 
cal Society, 185 N. Wabash Ave., Chicago 1, 


Tllinois. 


Nonallergic rhinitis 
The recent use of rauwolfia serpentina and 
its alkaloids in the treatment of hypertension 
has added a new and frequent cause to the etio- 
logic factors responsible for the nonallergic type 
of vasomotor rhinitis. The use of antihistaminics 
concomitantly with these antipressor drugs is 
recommended prophylactically. Samuel L. Foz, 
M.D. Vasomotor Rhinitis in Hypertension. 
Maryland M.J. March 1956. 
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A needless adjective 
Sir, — On opening last week’s issue I was 


horrified to see on p. 421 in the title of an origi- 
nal article, the term “skin rash.” While I am 
accustomed to mothers who bring children to 
my outpatient department from the areas be- 
hind Victoria Station remarking “e’s got a skin 
rash, doctor,” my students never use this phrase 
in my presence more than once. “Skin eruption” 
and “rash” may be used according to taste, 
“skin rash” surely never. 

John Franklin 

London, W.1 
Communications. Lancet, Sept. 8, 1956. 
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These are only a few of the ways in which the 
society seeks to inform its membership. But even 
these methods fail if the physician members 
neglect to take advantage of the services. No 
individual can be compelled to absorb informa- 
tion; he can benefit from these efforts only if 
he wants to be informed. 

Since it is obvious that our system of internal 
communications is far from perfect, we welcome 
suggestions from the membership on how it can 
be improved. Perhaps there is a voice in the 
field with just the right answer to this perplex- 
ing problem. 


Oral hypoglycemic agents 

Several thousand diabetic patients up to now 
have been treated with the oral hypoglycemia 
sulfonamide compounds in Europe and the 
United States. They are administered as 0.5 gm. 
tablets, two to four per day, in one or two doses, 
after a priming period of a day or two with 
larger doses (6 tablets). They are effective in 50 
to 80 per cent of cases, depending on the selec- 
tion of cases and the index of therapeutic success 
accepted. Older patients with disease and insulin 
therapy of shorter duration are said to react 
most favorably. Patients with severe disease or 
juvenile diabetic patients show the least effect, 
although the tablets could be used to reduce 
their insulin needs. The exceptions are so nu- 
merous, however, that any diabetic patient could 
be offered the therapy - in the most severe cases, 
however, with hospitalization. The evidence for 
permanent benefit to the diabetes, human or ex- 
perimental, seems doubtful at present. Toxicity 
has been minimal, with mild skin rashes in 1 per 
cent and no evidence of serious liver, kidney, or 
hemopoietic effect. There has been no develop- 
ment of resistance to the drug to date. Samuel 
B. Beaser, M.D. Diabetes Mellitus. New England 
J. Med. Aug. 21, 1956. 
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Clinics for crippled children listed 
for February 

Twenty five clinics for Illinois’ physically 
handicapped children have been scheduled for 
February by the University of Illinois Division 
of Services for Crippled Children. The Division 
will count 19 general-clinics providing diagnos- 
tic orthopedic, -pediatric, speech and hearing 
examination along with medical. social, and 
nursing service. There will be 3 special clinics 
for children with cardiac conditions, 2 for chil- 
dren with rheumatic fever and 1 for cerebral 
palsied children. 

Clinics are held by the Division in co-opera- 
tion with local medical and health organizations, 
both publie and private. Clinicians are selected 
among private physicians who are certified 
Board members. Any private physician may re- 
fer to or bring to a convenient clinic any child 
or children for whom he may want examination 
or may want to receive consultative services. 

The February clinics are: 


February 5 - Vandalia, American Legion 
Home 

February 6 - Alton (Rheumatic Fever), 
Memorial Hospital 

February 6 - Hinsdale, Hinsdale Sanitarium 

February 7% - Macomb, St. Francis Hospital 

February 7% - Litchfield, Madison Park 
School 
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February 8 - Chicago Heights [Cardiac], 
St. James Hospital 

February 12 - East St. Louis, Christian Wel- 
fare Hospital 

February 12 - Peoria, Children’s . Hospital 
(St. Francis) 

February 13 - Aurora, Copley Memorial Hos- 
pital 

February 14 - Springfield, St. John’s Hos- 
pital 

February 14 - Tuscola, Community Building 

February 15°- Evanston, St. Francis Hospi- 
tal 

February 20 - Chicago Heights [General], 
St. James Hospital 

February 20 - Elmhurst [Cardiac], Memori- 
al Hospital of Du Page Co. 

February 20 - Metropolis, Presbyterian Par- 
ish House 

February 20 - Carrollton, Carrollton Grade 
Sehool 

February 21 - Anna, County Hospital Dis- 
trict 

February 21 - Rockford, St. Anthony’s Hos- 
pital 

February 22 - Chicago Heights [Cardiac], 
St. James Hospital 

February 26 - Belleville, St. Elizabeth’s Hos- 
pital 

February 26 - Effingham (Rheumatic Fever), 
St. Anthony Hospital 
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February 26 - Peoria, Children’s Hospital 
St. Francis 

February 27 - Elgin, Sherman Hospital 

February 27 - Springfield (Cerebral Palsy), 
Memorial Hospital 

February 28 - Bloomington a.m. (General), 


St. Joseph’s Hospital; p.m. (Cerebral Palsy) 
< > 


Letter from woman’s auxiliary 
Dear Doctor: 

Do you wonder why this sudden deluge of ap- 
peals to you from the Woman’s Auxiliary for 
your wife’s membership ? It’s very simple, really: 
— you are the doctor, and you alone can cure 
the ills of the unaffiliated and uninitiated wife! 

Woman’s Auxiliary is the only field in which 
I would presume to diagnose or prescribe, but 
in this field I believe I am on firm ground. The 
pernicious condition to which I have referred 
might be called “auto-indifference.” Your wife’s 
symptoms are clear-cut: she may have only some 
of these symptoms or all of them — either she 
lacks knowledge of the purposes and work of 
the Woman’s Auxiliary, or she lacks interest, or 
she’s too busy, or she just never has given it a 
thought — but the therapy is the same regard- 
less of the syndrome, and you have the power to 
administer it. You merely insist that she be- 
come a member of the auxiliary, and you initiate 
the project by mailing her membership fee to 
its proper destination. That’s the office treat- 
ment, doctor; then you can relax, and the Wom- 
an’s Auxiliary will nurse your wife into a 
healthy, happy, well-informed member.- The 
whole procedure is painless and so rewarding. 

T am addressing myself to the doctor husband 
of every wife in Illinois who is eligible but not 
already enrolled as a member. But, specifically, 
T am directing this message to you who live in 
communities where there are no existing county 
auxiliaries. Your wife will be the so-called Mem- 
ber-at-Large. She has the happy privilege of 
being an Illinois Woman’s Auxiliary member, 
for which you pay $3 per year. There are more 
than 800 men like you in Illinois, and only ap- 
proximately 90 of you have wives who are mem- 
bers-at-large. 

A member-at-large has all the advantages of 
auxiliary membership, with only as many obli- 
gations as she cares to assume. She is entitled 
to attend all meetings and functions of both the 
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state and county auxiliaries anywhere in the 
state, and she is assured of a welcome. She is 
kept informed on all activities of the auxiliary 
— mental health, medical education, medical 
legislation, ‘Today’s Health, recruitment of 
nurses and medical technicians, civil defense, 
public relations, safety. In the interest of brev- 
ity and to avoid the “ennui” born of repetition, 
I shall not elucidate the many facets of this or- 
ganization. Instead, I shall ask you to place a 
sort of “blind faith” in us, and send me $3 for 
your wife. We shall take over from there, and 
you won’t regret your gamble. We make no de- 
mands on your wife; there are many among us 
who can and will work, and we need only to be 
augmented by the nominal support of volume 
membership. We are confident that your wife, 
once enrolled, will become an inspired member 
— that she will feel herself a vital component 
of a dynamic force in the world of “medicine.” 
To date our voice has been a squeak in the 
prairie. Help us to evoke a resonant and har- 
monious choral in the nation! 
Respectfully yours, 
Mrs. Harry A. Mittleman 
Chairman, Members-at-Large 


< > 


American Trudeau Society meeting 
The 52nd Annual Meeting of the American 


Trudeau Society, medical section of the Nation- 
al Tuberculosis Association, will be held in 
Kansas City, Missouri, May 6 to 9, 1957, in con- 
junction with the Annual Meeting of the Na- 
tional Tuberculosis Association. 

In addition to scientific sessions at which 
papers will be presented on current research, 
plans are being made for seven special lectures 
and four panel discussions. Topics for the latter 
will be tuberculin testing, fungous diseases, tu- 
berculosis case finding, and the surgical approach 
to the bad chronic case of tuberculosis. 

The lectures will be on cor pulmonale, chest 
injuries, hazards of radiation, tuberculosis in 
animals, histologic studies in smoking, muco- 
visidosis, and diseases of the diaphragm. 

Papers for the scientific sessions will be se- 
lected from abstracts submitted to the Medical 
Sessions Program Committee prior to January 
8, 1957. Six copies of the abstracts should be 
sent to Dr. Edward J. Welch, chairman, 1101 
Beacon Street, Brookline 46, Massachusetts. 
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International academy of 
proctology 

Plan now to attend the 9th Annual Conven- 
tion of the International Academy of Proctology 
at The Plaza, New York, New York, April 29, 
30, May 1, 2, 1957. The International, National, 
and Local Program Committees are planning 
an unusual seminar on practical technics for 
office and hospital. There will be special empha- 
sis on anal and rectal panel presentations, and 
on newer treatment methods, as requested by 
those who attended the Chicago meeting in 1956. 

Eminent speakers from all parts of the coun- 
try and abroad will present interesting papers 
and motion picture demonstrations of their per- 
sonal technics. Mexico is expected to be very 
well represented at this meeting. 

The Delegates and Trustees, and their wives, 
are cordially invited to cocktails and dinner on 
Sunday evening, April 28, 1957, the evening be- 
fore the official opening of the scientific activi- 
ties of the Convention. Both members and non- 
members of the Academy, and their wives, should 
plan to attend the Thursday night, May 2nd 
banquet. The Banquet Committee promises the 
best cocktails and hors d’oeuvres in New York 
(prepared by the masters of the Plaza cuisine), 
and the finest dance music and entertainment 
for your pleasure. 

The Women’s Auxiliary has planned a very 
unusual program for the wives of the members 
and their guests. 

Please remember that all physicians and their 
wives are cordially invited to attend the Annual 
Conventions of the International Academy of 
Proctology, whether or not they are affiliated 
with the Academy. There is no fee for attend- 
ance at these teaching sessions of the Academy. 

< > 


National medical foundation 
for eye care 
Announcement was made in November of the 
establishment of the National Medical Founda- 
tion for Eye Care, a non-profit scientific and 
educational institution, incorporated in New 
Jersey. The Foundation has been organized by 
ophthalmologists of the country to provide 
American ophthalmology with an agency to 
present to the public generally and to fellow 
physicians pertinent information on the care 
and treatment of the eyes. 
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Dr. Ralph O. Rychener of Memphis is presi- 
dent of the Foundation; Dr. Edwin Forbes Tait 
of Norristown, Pa., vice-president, and Dr. 
Charles E. Jaeckle of East Orange, N.J., secre- 
tary-treasurer. 

Members of the Board of Trustees, in addi- 
tion to the above named, are Dr. Alson E. Bra- 
ley of Iowa City, Iowa; Dr. Frederick C. Cordes 
of San Francisco; Dr. Paul Chandler of Boston; 
Dr. J. Spencer Dryden of Washington, D.C.; 
Dr. Harold F. Falls of Ann Arbor, Mich.; Dr. 
Everett L. Goer of Houston; Dr. Erling W. 
Hansen of Minneapolis; Dr. A. D. Ruedemann 
of Detroit; Dr. Barnet R. Sakler of Cincinnati, 
and Dr. Derrick Vail of Chicago. 

In a special statement announcing the Foun- 
dation’s establishment, Dr. Rychener declared : 
“American ophthalmologists have long recog- 
nized an urgent need for an organization whose 
principal function will be to interpret the basic 
professional and scientific standards of good eye 
care for the American people, both to our fellow 
physicians and to the people whom we serve. 

“The National Medical Foundation for Eye 
Care will seek to serve the public interest by 
helping the people to understand the educational 
qualifications and the professional functions of 
physicians specializing in ophthalmology, and 
the functions of related technical and ancillary 
personnel who assist them. The Foundation will 
also endeavor to keep colleagues in the medical 
profession informed concerning the problems 
confronting ophthalmoldgy in its efforts to ful- 
fill its mission as a member of the team of rec- 
ognized medical specialties serving the Ameri- 
can people.” 

Dr. Rychener revealed that the Foundation 
is now enrolling its charter membership, and he 
invited all ophthalmologists and other physicians 
interested in eye care to become charter mem- 
bers of the Foundation. 

Applications are available through Dr. Charles 
E. Jaeckle, Secretary-treasurer, at 136 Evergreen 
Place, East Orange, New Jersey. The Founda- 
tion planned to establish an administrative office 


- in New York City in January and also make 


available an Affiliate Membership for persons 
other than doctors of medicine who are interested 
in aiding the purposes of the Foundation. 

The object and purpose of the Foundation is 
to advance the public welfare by: 
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1. Gathering, receiving, assembling and study- 
ing information relative to eye care. 

2. Fostering and/or engaging in investiga- 
tions and research in all aspects of eye care. 

3. Sponsoring studies of educational, socio- 
economic and scientific factors affecting eye 
care. 

4, Issuing reports and otherwise disseminat- 
ing information relative to eye care to the gen- 
eral public and to members of the medical pro- 
fession and ancillary workers. 

5. Promoting the conservation of vision and 
the prevention of blindness through the wider 
dissemination of knowledge of the eye, its de- 
fects, dysfunctions and other diseases and their 
relation to general health. 


6. Promoting a more effective utilization of — 


the scientific knowledge of ophthalmology and 
the other related branches of medicine. 

7. Generally performing any act, related to 
the foregoing, designed to present to the public 
generally and the medical profession, all perti- 
nent information on the care and treatment of 
the eyes. 


< > 


Course on fractures 
An intensive course on fractures and other 


trauma will be offered to all interested members 
of the medical profession by the Chicago Re- 


' gional Committee on Trauma of the American 


College of Surgeons. The course will be held for 
three and one-half days, from April 10 to 13, 
1957, at the John B. Murphy Auditorium, 50 
East Erie Street, Chicago. : 

Lectures and demonstrations will be’ con- 
ducted by distinguished surgeon-teachers of the 
Chicago area, all recognized as authorities in 
their fields. Clinical cases will be presented, and 
discussion and questions from the floor are in- 
vited. 

Subjects to be covered include bony trauma, 
soft tissue trauma, vascular injuries, bone graft- 
ing, traction technic, industrial casualties, farm 
injuries, auto crash injuries, burns, amputations 
and head injuries. 

The course is being given under the direction 
of Dr. Sam Banks. 

Further information about the meeting will 
appear shortly. 
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Army doctor trained at navy 
diving school 

Major Gerald Champlin of the Meo Medical 
Corps completed a ten-week course at the Navy 
Deep Diving School in Washington, D. C. on 
November 23, according to the Office of the 
Army Surgeon General. 

Major Champlin, the first Army doctor to go 
through the Navy course, was sent by the Army 
Surgeon General as the first move in a program 
to provide Army divers with doctors trained to 
cope with the special medical problems of deep- 
sea diving. 

Little known fact is that the Army has about 
200 qualified divers engaged in construction, re- 
pair, demolition and underwater work through- 
out the world. 

Major Champlin, post surgeon at Ft. Eustis, 
Va., has now experienced first-hand the physi- 
ological and psychological reactions to deep-sea 
diving and has learned techniques of treating 
“the bends,” and handling other problems re- 
lated to compression, decompression and recom- 
pression. 

The Army operates its own diving school at 
Ft. Eustis, and Major Champlin will now return 
to the post to take over medical surveillance of 
diving operations there. He will also serve as 
consultant to the Army Surgeon General in mat- 
ters of diving medicine, and is expected to de- 
velop recommendations for further medical 
training in this specialized field. 


< > 


Preventive medicine residency 
program established by army 
medical service 

The Army’s first formal residency training 
program in preventive medicine will begin July 
1, 1957, according to an announcement by the 
Army Surgeon General’s Office, Washington, 
D. C. 

Establishment of this new program is in keep- 
ing with the Army’s leadership in the field of 
preventive medicine. 

Regular Army Medical Corps officers or 
qualified civilian physicians who accept commis- 
sions in the Regular Army are eligible to par- 
ticipate in this program, according to the an- 
nouncement. Interested civilian physicians may 
apply to The Surgeon General, Department of 
the Army, Washington 25, D. C., Attn: Chief, 
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Personnel Division. Military personnel should 
apply through appropriate channels. 

This. residency is a three-year program pro- 
viding both civilian and military training. 

The first year of training will be an eleven- 
month course in military preventive medicine 
at Walter Reed Army Institute of Research in 
Washington, D. C., or an equivalent graduate 
course in preventive medicine or public health 
at a civilian university. 

The second year of the program will be spent 
in an approved civilian residency training pro- 
gram in a city, county, district or state health 
department. 

The third year of the program will consist of 
formal military residency training at a large 
Army post with a small portion of the time at a 
nearby Army headquarters under the supervision 
of the preventive medicine officers. This third 
year of the program is now being developed and 
appropriate application is being made for the 
approval of this program by the Council on 
Medical Education and Hospitals of the Ameri- 
can Medical Association. 

This training is followed by three years of 
practice in the specialty to establish eligibility 
for Board examination. The military phase of 
residency training may be omitted for certain 
individuals with previous military experience. 


< > 


Psychiatry in occupational health 

The Institute of Industrial Health, College 
of Medicine, University of Cincinnati, announces 
that a course of instruction on Psychiatry in 
Occupational Health will be given during the 
week of March 11-15, 1957. It will be presented 
by the Department of Preventive Medicine and 
Industrial Health in collaboration with the De- 
partment of Psychiatry, University of Cincin- 
nati, with the cooperation of the Committee on 
Industrial Psychiatry of the American Psychi- 
atric Association. The objective of this course is 
to give physicians more understanding of the 
prevention of emotional and psychosomatic dis- 
orders in the occupational setting. 


The program, each morning and afternoon, 


and on some evenings, will include lectures, 
clinical demonstrations and panel discussions by 
participants from various parts of the United 
States and Canada. These will cover basic at- 
titudes and techniques useful in occupational 
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medicine from psychiatry and allied fields, the 
principles of cooperation in preventive psychia- 
try by the physician in industry, and the dis- 
cussion of various practical problems such as 
absenteeism, accidents, alcoholism, disability, 
emotional aspects of occupational dermatoses 
and industrial intoxications, psychosomatic and 
other problems. 

Physicians interested in attending this course 
should write for an application blank to Seere- 
tary, Institute of Industrial Health, Kettering 
Laboratory, Eden and Bethesda Avenues, Cin- 
cinnati 19, Ohio. Early application is advised 
since attendance will be limited. 

< > 


Harvard public health scholarships 

Scholarships for the Academic Year 1957-58 
will be granted to individuals of high profession- 
al promise in awards ranging from part tuition 
to tuition plus a stipend, according to the quali- 
fications and financial needs of the applicants. 
The Scholarship Funds are limited and are 
primarily intended for citizens of the United 
States. In general, preference will be given to 
applicants under 35 years of age. 

Scholarships are available to those in the fol- 
lowing categories who wish to obtain post-gradu- 
ate education in the field of public health or in 
one of the basic sciences related to public health: 
Physicians, Dentists and Veterinarians; Indus- 
trial Physicians; Public Health Nurses with a 
college degree and satisfactory field experience ; 
Social Workers with a master’s degree from an 
approved school of social work and acceptable 
experience in the field of medical or psychiatric 
social work; Health Educators with a college 
degree, training either in health education or 
in the natural and social sciences and experience 
in general education or community health work ; 
Dietitians with a college degree and satisfactory 
field experience; College Graduates who have 
concentrated in one of the Natural Sciences or 
in Engineering (environmental aspects), for ex- 
ample, Biologists, Biochemists, Nutritionists, 
Microbiologists, Parasitologists or Biostatisti- 
cians, 

Scholarship applicants must be eligible for 
admission tothe School as a candidate for one 
of the following degrees: Master of Public 
Health, Doctor of Public Health, Master of 
Science in Hygiene, Doctor of Science in Hy- 
giene, Master of Industrial Health. 


Illinois Medical Journal 


will 


A 
sche 
tion 
of 
of 
15, 

adn 
Ha 
195 

1,1 
= 
W 
su 
( 
an 
of 
Ge 
to 
his 
of 
ge 
fo 
in 
D 
di 
of 
ju 

E 

|__| 
f 


A catalogue of the school, admission and 
scholarship applications, and further informa- 
tion may be obtained by writing to the Secretary 
of Admissions and Scholarships, Harvard School 
of Public Health, 55 Shattuck Street, Boston 
15, Massachusetts. 

Scholarship applicants must return completed 
admission and scholarship applications to the 
Harvard School of Public Health by March 1, 
1957. Scholarship awards will be announced May 
1, 1957. Under exceptional circumstances awards 
will be made at other times. 


World war II history of orthopedic 
surgery 

Orthopedic injuries — injuries to the bones 
and joints — made up the largest single group 
of casualties in World War II, Army Surgeon 
General Silas B. Hays points out in a foreword 
to the first volume of the Army Medical Service’s 
history of orthopedic surgery in World War II. 

“Orthopedic Surgery in the European Theater 
of Operations” is the eighth in the Army Med- 
ical Service’s clinical series. It was written by 
the former senior consultant in orthopedic sur- 
gery in the Theater, Dr. Mather Cleveland, 
former Colonel, Medical Corps, and now practic- 
ing orthopedic surgeon in New York City, and 
Dr. Marshall Urist, former Major, Medical 
Corps now associate clinical professor of surgery, 
division of orthopedics, University of California. 

The authors were assisted in the preparation 
of this book by information supplied by all 
junior consultants in orthopedic surgery in the 
European Theater, and many chiefs of section, 
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relating their experiences in the care of wounds 
and injuries of the bones and joints. 

According to the former chief surgical con- 
sultant in the European Theater, the late Dr. 
Elliot C. Cutler, who at the termination of 
World War II was a Brigadier General, Medical 
Corps, the material brought together here “will 
be of value not only to the military surgeon but 
to those interested in bone and joint surgery in 
civil life. 

“The proper handling of the combined ma- 
jor nerve injury and the compound fracture was 
varied and unsatisfactory until the experience 
of the recent war,” Dr. Cutler wrote. “Now, as 
can be learned by those who turn the pages of 
this volume, this difficult problem is settled and 
can be taught to the growing generation of doc- 
tors as a final, useful part of their education.” 

Dr. Cleveland, in his introduction to the 
volume states that, “If the medical histories of 
World War II incorporate the clinical experi- 
ences of that war and if what is printed will be 
read in the future — as it has not always been 
read in the past — military surgeons will not, 
in the future, repeat the mistakes of the past, 
as they did in World War IT.” 

The World War IT history of orthopedic sur- 
gery will be completed by two forthcoming vol- 
umes, “Orthopedic Surgery in the Mediterranean 
Theater” and “Orthopedic Surgery in the Zone 
of Interior.” 

All volumes in the Army Medical Service clin- 
ical series are prepared in the Historical Unit, 
Army Medical Service, of which Col. John Boyd 
Coates, Jr., is Editor in Chief. “Orthopedic 
Surgery in the European Theater of Operations” 
may be obtained from the Superintendent of 
Documents, Government Printing Office, Wash- 
ington 25, D. C. at a cost of $4.00. 
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AT THE EDITOR’S DESK 


James Andrews, Jr., Director of Health In- 
surance of the Life Insurance Association of 
America, believes that major medical insurance 
is the key to the problem of modern health care 
economics. It provides benefits up to a maximum 
limit of $5,000, $7,500, or $10,000. Tlie two 
characteristic features are a deductible amount 
to eliminate payment of small bills and a co- 
insurance provision by which the insurance com- 
pany pays 75 per cent, 80 per cent, or more of 
the expenses of treatment up to the benefit limit 
of insurance. Major medical insurance now pro- 
vides protection for more than 5.2 million peo- 


ple. 


A new dental insurance plan was announced 
recently by Group Health Dental Insurance Inc. 
It will pay any dentist anywhere in the world for 
services rendered to its subscribers. 


A new combination X-ray and chemical treat- 
ment of cancer was announced recently by the 
American College of Radiology. Two of the 
chemicals are antivitamins capable of limiting 
the growth of both healthy and cancerous cells. 
The third is an antipurine that reduces the abil- 
ity of the cells to synthesize nucleic acids. When 
these chemicals were administered to mice with 
mammary cancer, the tumor disappeared after 
X-ray therapy was applied. This does not occur 
when X-ray and the chemicals are used inde- 
pendently. 


Several months ago your editor mentioned 
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that the manufacturers of bioflavonoids hoped 
to tap the multimillion dollar common cold mar- 
ket. The going has been tough because the 
A.M.A. has refuted a favorable report that ap- 
peared in the November issue of the Journal of 
Industrial Medicine and Surgery. Dr. W. L. 
Macon, Jr. used bioflavonoids on workers in an 
industrial plant and reported that the number 
of absences due to respiratory ailments decreased 
10 per cent; and the average man-hour loss from 
colds was reduced by 15 per cent. The November 
24 issue of the Journal of the American Medical 
Association carries two articles on the use of 
bioflavonoids in the common cold, one involving 
over 1,900 subjects and the other, 89 medical 
students. The reporting physicians found bio- 
flavonoids of no value in altering the course of 
the cold or shortening its duration. The battle 
is now in the hands of the public relations de- 
partment. It is too bad physicians aré caught in 
the middle of a controversy of this nature. The 
situation demonstrates the extent drug houses 
will go to advertise their product to the public. 


W. D. Paul, of Iowa City, found that two 
aspirin tablets at bedtime tend to induce sleep. 
If more physicians recommended this simple 
remedy, it might help to minimize the public’s 
increasing addiction to sleeping potions. 

Physicians are disturbed about the ability of 
certain disease-causing organisms to develop re- 
sistance to drugs. The solution, according to Sir 
Howard Florey, “is the development of new 
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drugs along with more discriminating use of 
existing antibiotics and, if necessary, the long- 
term abandonment of certain drugs.” 


It was encouraging to hear that the mortality 
from all types of cancer was down by 13 per 
cent for women at ages 45-64 over a 10 year 
period. Deaths from uterine cancer declined by 
one-third. For the second time a Federal court 
has determined that the Hoxsey medicines for 
internal cancer are worthless. At the trial there 
was testimony concerning persons who may have 
died of cancer as a result of reliance upon the 
Hoxsey treatment, instead of seeking competent 
medical treatment in the early stages of their 
condition. 


According to a recent A.M.A. report, five med- 
ical schools have an enrollment in excess of 600. 
The largest is the University of ‘Tennessee, with 
781 students. The University of Michigan fol- 
lowed with 762; Jefferson at Philadelphia, 677; 
University of Illinois, 636; and the University 
of Texas at Galveston, 614. 


Drive-in medical offices are planned atop an 
office building-bus terminal in New York City. 
Special elevators will carry driver-patients in 
their own cars to a rooftop parking area with 
space for 125 cars. 


Hallucinogens 

Fabing, in discussing the chemotherapy of 
certain psychoses, refers to a number of psy- 
chonoxious drugs, known to the Germans as 
“phantastica” and, more recently, as “hallucino- 
gens.” In his study of these drugs, Fabing found 
that an indole nucleus is common to their chem- 
istry. The substances of vegetable origin include 
LSD-25 from rye rust, yohimbine, mescaline, 
and others. There also are hallucinogens of ani- 
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A new antirabic vaccine that produces im- 
munity was reported by Dr. John P. Fox, of 
Tulane University. Antibodies developed within 
10 days of vaccination in 90 per cent of 35 pa- 
tients. The new HEP-Flury vaccine is prepared 
from chick embryos injected with an attenuated 
virus and is given intradermally at five day in- 
tervals. 


A new attractive and durable electric tooth- 
brush was announced recently by the Barrett 
Division, Allied Chemical and Dye Corp. It is 
designed to safeguard sensitive gums and en- 
courage proper brushing technique. It has inter- 
changeable heads to. permit use by the entire 
family. 


Compazine is 8.K.F.’s new tranquilizer and 
antiemetic. The drug is a possible successor to 
Thorazine and is said to be effective in nausea 
and vomiting, the menopausal syndrome, many 
psychophysical disorders, and depressions, espe- 
cially those associated with moderate neurotic 
and senile conditions. 


A sample of English humor: when I told 
Punicus that I get a pain in the back not only 
from gardening but also from thinking about 
gardening, I am sorry to say that his reply was 
“Hortosuggestion, old man.” 


>>> 


mal origin. These include trptamine, bufotenene, 
adenochrome (pink adrenalin), and others. Al- 
though these drugs cause schizophrenic-like re- 
actions, and do not seem to enter into the pro- 
duction of depressions, in my opinion it is con- 
ceivable that other chemical compounds not yet 
discovered are in some way involved in the cau- 
sation of depressive reactions. Gordon R. Kam- 
man, M.D. Harmful Effects of Interpretive 
Psychotherapy in Certain Involutional Depres- 
sions. Minnesota Med. July 1956. 
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NEWS of the STATE 


ADAMS 

Personal—Dr. James R. Cooper returned to 
Quincy, November 15, after completing a two year 
tour of duty with the U. S. Air Force.—Dr. Wil- 
liam U. McReynolds, Quincy, has been named a 
diplomate of the American Board of Ophthal- 
mology. 


COOK 

Ninty-Five Years Young.—Dr. Katharine Swartz 
observed her ninety-fifth. birthday, November 23, at 
a small gathering in the home of a niece, Mrs. 
Walter J. Meyer.’ Dr. Swartz stated that the best 
philosophy is to “make a hobby of being kind to 
everyone”. 

Adrien Ver Brugghen Goes to Nevada.—Dr. 
Adrien Ver Brugghen, prominently identified with 
numerous activities in Chicago for many years, has 
moved to Las Vegas, Nevada, where he is engaged 
in neurological surgery and neurology. His address 
is 2020 West Charleston Street, Las Vegas. 

Institute of Medicine Honors Four Citizens.— 
The Institute of Medicine of Chicago honored four 
citizens at the recent annual meeting for their con- 
tributions to community welfare. They are Frank 
J. Lewis, financier; Miss Mary E. Westphal, super- 
intendent emeritus of the Visiting Nursing Associa- 
tion of Chicago; Edward Foss Wilson,’ president 
of the American Cancer Society’s Illinois division, 
and Mrs. Alfred D. Kohn, pioneer welfare worker. 
The institute reelected Drs. Warren H. Cole, Ernest 
G. McEwen and Walter H. Theobald to five year 
terms on the board of governors. 

Personal—Dr. Lowell T. Coggeshall, dean of 
biological sciences at the University of Chicago 
School of Medicine and Assistant Secretary of the 
Department of Health, Education and Welfare, was 
named president-elect of the Association of Ameri- 
can Medical Colleges recently. Dr. Dean F. Smiley, 
Evanston, was reelected executive secretary.—Dr. 
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Herbert E. Schmitz, chairman of the department of 
obstetrics and gynecology, Stritch School of Medi- 
cine, Loyola University, was elected president of the 
Central Association of Obstetricians and Gynecolo- 
gists during its recent meeting in New Orleans. 


Surgeons and the Rise of Anatomy.—Dr. Ilza 
Veith, professor of the history of medicine, Univer- 
sity of Chicago School of Medicine, and president 
of the Chicago Society of Medical History, will de- 
liver the fifth in a series of lectures on the history 
of surgery at the International Surgeons Hall of 
Fame, Chicago, January 29. Dr. Veith’s subject will 
be “Surgeons and the Rise of Anatomy.” The lec- 
tures are sponsored by the International College of 
Surgeons’ School of the History of Surgery and 
Related Sciences. They are open to physicians, 
medical technicians and students and the public. 
Reservations should be made through Miss Mar- 
garet Lehman at the college, 1524 Lake Shore 
Drive, Chicago 10, Illinois. 


The Leo Kaplan Lecture—Dr. Theodore Lidz, 
professor of psychiatry, Yale University School of 
Medicine, New Haven, gave the Dr. Leo A. Kaplan 
Memorial Lectureship in Neuropsychiatry; Novem- 
ber 29, at the Drake Hotel, under the auspices of 
the Phi Delta Epsilon Foundation of Chicago. The 
title of his talk was “Influence of Psychosomatic 
Concepts on General Medicine.” 

Dr. Luken Observes Fiftieth Anniversary.—Dr. 
Martin G. Luken and some of his patients sat down, 
November 16, to cut an anniversary cake marking 
the fiftieth anniversary of his service as physician 


_to the children of Angel Guardian orphanage. Ac- 


cording to the Chicago Tribune, Dr. Luken sort of 
inherited the chore from his uncle, the late Dr. 
Martin H. Luken, who started treating the young 
patients in the orphanage in 1871, six years after its 
founding. Between Dr. Luken and his uncle, the 
family has given the institution eighty-five years of 
service. Dr. Luken still maintains a private practice 
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and serves as medical board chairman at St. Eliza- 
beth’s hospital. 

Dickinson Lecture—‘“Is Food Making You Sick?” 
was the title of the talk by Dr. James R. Wilson, 
Winnetka, at the Chicago Academy of Sciences, 
November 28. This was the Fifth Albert Dickinson 
Memorial Lecture which is open to the public and 
is in the general field of nutrition. The series is 
dedicated to Albert Dickinson whose bequest made 
possible the auditorium bearing his name. 


Fund To Maintain Heart Conference—A check 
for $25,000 to maintain the Heart in Industry con- 
ference for the next five years was given to the 
Chicago Heart Association as a memorial to Gustav 
Freund II, fermer manufacturer, who died October 
26. The check was presented to Dr, Louis N. Katz, 
president of the Chicago Heart Association, during 
the fourth heart conference in the Morrison Hotel, 
November 28. 

Dearholt Medal Awarded.—Herbert C. De Young, 
past president of The Institute, was recently awarded 
the Dearholt Medal for outstanding contribution to 
tuberculosis control at the annual Mississippi Valley 
Conference on Tuberculosis in Detroit. De Young, 
the second Chicagoan to receive the award in its 
15-year history, was president of The Institute from 
1946 to 1956. He is serving his twentieth year as a 
member of the board of directors. The award is 
presented in the name of the late Dr. Hoyt Dear- 
holt, a pioneer in the tuberculosis control movement 
in Wisconsin. 

The Chicago Regional Committee on Trauma.— 
The Chicago Regional Committee on Trauma of 
the American College of Surgeons will conduct an 
intensive course on fractures and other trauma, 
April 10-13, 1957, at the John B. Murphy Audi- 
torium, 50 East Erie Street, Chicago. Lectures and 
demonstrations will be conducted by surgeon-teach- 
ers of the Chicago area. Subjects will include: bony 
trauma; soft tissue trauma, vascular injuries, bone 
grafting, traction technic, industrial casualties, farm 
injuries, auto crash injuries, burns, amputations, 
head injuries and others. The course is being given 
under the direction of Dr. Sam Banks. 


Neurologists Choose Officers—At a recent meet- 
ing of the Chicago Neurological Society, Dr. Irving 
C. Sherman was elected president; Dr. Ernst Haase, 
vice president; Dr. Adrien Ver Brugghen, councilor, 
and Dr. Oscar Sugar, 912 South Wood Street, Chi- 
cago 12, secretary. 

Dr. Stenhouse Honored.—Dr. Evangeline E. 
Stenhouse, attending dermatologist at the Women 
and Children’s Hospital, where she has had a derma- 
tology clinic for fifteen years, recently received the 
Elizabeth Blackwell annual award from the Ameri- 
can Medical Women’s Association. The award 
honors the memory of the first woman physician in 
America. 

Society News.—On December 4, the North Shore 
Branch of the Chicago Medical Society presented a 
program in cooperation with the Chicago Heart As- 
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‘Minneapolis, on 


sociation. Speakers were Drs. George Stephenson, 
assistant professor of pathology, Northwestern Uni- 
versity Medical School, on “New Laboratory Aids 
In Diagnosis,”° and Joseph R. Christian, associate 
professor of pediatrics, Stritch School of Medicine 
of Loyola University, on “Rheumatic Fever Pre- 
vention.”—Dr. Angelo P. Creticos addressed the 
Harvey Chamber of Commerce, November 29, on 
“Rehabilitating the Cardiac.” He spoke before the 
Chicago Chapter of Medical Social Workers, De- 
cember 5, on “Tranquilizing Drugs.” The addresses 
were under the sponsorship of the Chicago Heart 
Association and the Rehabilitation Institute of Chi- 
cago, respectively. 


In Memory of Kellogg Speed—On December 14, 
the Chicago Orthopaedic Society presented a pro- 
gram honoring the memory of Dr. Kellogg Speed, 
honorary member of the society and founding mem- 
ber of the American Board of Orthopaedic Surgery, 
who died July 2, 1955. Dr. Arthur H. Conley spoke 
on “Dr. Speed, the Rebel.” “Swivel Ball Hip Pros- 
thesis” was discussed by Dr. Carlo S. Scuderi, “Dis- 
locations of the Shoulder” by Dr. James J. Callahan, 
and “Various Uses of the Kuntscher Nail” by Dr. 
Horace E. Turner. : 


Symposium on Parenteral Therapy with Fluids.— 
A symposium on parenteral therapy with fluids, 
co-sponsored by the Chicago Medical Society and ° 
Baxter Laboratories, Inc., was held at the Sheraton 
Hotel, December 5-6, in connection with the twenty- 
fifth anniversary of Baxter Laboratories and pio- 
neering by Chicago physicians in the development 
of such therapy. The program, which opened with a 
review of the development of parenteral therapy 
with fluids by Dr. Karl A. Meyer, president, Chi- 
cago Medical Society, included the following: Harry 
F, Weisberg, Chicago, on “Physiology of Acid Base 
Balance;” Harvey R. Bernard, St. Louis, on “Diag- 
nosis of Fluid Electrolyte Imbalance;” Parker 
Vanamee, New York City, on “Third Body Space 
—Translocation of Fluid;” Charles U. Lowe, Buf- 
falo, on “Special Pediatric Problems;” Carl O. Rice, 
“Therapy of Fluid Electrolyte 
Problems;” Ralph M. Hartwell, New Orleans, on 
“Use of Blood;” Jacob J. Weinstein, Washington, 
D.C., On “Use of Plasma Volume Expanders;” 
Major Bruce G. MacMillan, M.C., Brooke Army 
Medical Center, Fort Sam Houston, Texas, on 
“Treatment of Burns;” Rachmiel Levine, Chicago, 
on “Carbohydrates;” Tom D. Spies, Birmingham, 
on “Vitamins;” William E. Abbott, Cleveland, on 
“Protein” and Frederick J. Stare, Boston, on “Fat.” 


Police Educated to Recognize Insulin Shock.—A 
year round education program is being conducted 
by the Chicago Diabetes Association in an effort to 
alert police trainees to the symptoms of insulin re- 
actions. Jail lockup keepers and matrons are also 
attending the session, according to the Chicago 
Tribune, November 15. The program is under the 
direction of Dr. Jerome T. Paul, associate pro- 
fessor of medicine, University of Illinois College of 
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Medicine, and secretary of the diabetes group. The 
newspaper report indicated that police are instructed 
to take all persons picked up in an unconscious 
state to a hospital for diagnosis or to a physician for 
an examination instead of putting the suspected 
alcoholic or addict in jail ‘to sleep it off.” Recruits 
are taught how to distinguish insulin equipment— 
needles and syringes—from that used by a drug 
addict. The program includes instruction on the de- 
tection of insulin reaction symptoms other than un- 
consciousness. In the case of a particularly belliger- 
ent or uncooperative person who might be picked 
up for causing an accident or for committing a traf- 
fic violation police have been told that belligerency 
may be a part of the reaction and are asked to 
watch for this condition, the newspaper stated. Ac- 
cording to Dr. Paul, the program should allay fears 
among diabetics of being picked up by the police 
and put in jail away from vitally important medical 
care which could mean life or death to them. 


DUPAGE 
Society Election—Dr. Harry G. Hardt, Jr. Elm- 


hurst, was elected president of the DuPage County 
Medical Society, November 15, succeeding Dr. Wil- 
liam Bretz, Hinsdale. Dr. Earl Hathaway, Villa 
Park, was elected vice president, and Dr. Samuel 
K. Lewis, was reelected secretary-treasurer. 

Dr. Lewis Reelected Coroner.—Dr. Samuel K. 
' Lewis not only was reelected coroner in the Novem- 
ber 6 election, but he was accorded the highest vote 
of any candidate for county office, according to the 
DuPage Press, November 19. 


FULTON 


Dr. Coleman Honored.—The Western Surgical 
Association recently elected Dr. Everett P. Coleman, 
Canton, as its president for the forthcoming year. 
Dr. Coleman is a Past President of the Illinois 
State Medical Society. 


LAKE 
New Members.—Dr. Gilbert Lanoff has trans- 


ferred his membership from the Chicago Medical 
Society to the Lake County Medical Society. Dr. 
Frank Mazeika has been elected into membership of 
the latter society. p 

Christmas Party—Abbott Laboratories sponsored 
the social hour preceding the Annual Christmas 
Party of the Lake County Medical Society in the 
Rustic Manor, Gurnee. The election of officers took 
place at this meeting. ; 


SANGAMON 

Society News.—‘‘Trauma to the Hand” was the 
subject of Dr. John L. Bell, Chicago, before the 
Sangamon County Medical Society at its dinner 
meeting in the Elks Club, Springfield, December 6. 
Dr. Bell is associate professor of surgery at North- 
western University Medical School. 


VERMILION 


Society News.—At the November 6 meeting of 
the Vermilion County Medical Society at the Hotel 
Wolford, Danville, Dr. Isadore Dyer, professor of 
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obstetrics at Tulane University of Louisiana School 
of Medicine, New Orleans, spoke on ‘“Post-Cesarean 
Hysterectomy.” 


WARREN 

Society News.—Dr. F. Garm Norbury, Jackson- 
ville, past president of the Illinois State Medical 
Society, addressed the Warren County Woman’s 
Club at Monmouth College recently, on “Mental 
Health.” 

Dr. Firth and Forty and Eight Help Student 
Nurses.—Dr. John O. Firth, Monmouth, gave sev- 
eral talks recently on the shortage of nurses in II- 
linois and the work of the Forty and Eight, a divi- 
sion of the American Legion in providing funds to 
finance the students who otherwise could not have 
continued toward this professional goal. Dr. Firth 
spoke to groups in Pekin, Canton and Princeton. 


WILL-GRUNDY 

Ed Uzemack Addresses Medical Meeting.—Ed- 
ward A. Uzemack, director of public relations and 
assistant secretary of the Illinois State Medical So- 
ciety, Chicago, addressed the Shreffler Memorial 
Medical meeting in Joliet, December 11, on “Public 
Relations in Medicine.” Mr. Uzemack also presented 
the recent AMA study on What the American 
People Think of the Medical Profession. This 
Shreffler Memorial medical meeting is attended by 
some fifty physicians who meet once a month to 
obtain general and medical knowledge and, at the 
same time, strengthen medical cooperation. 


WINNEBAGO 
New Members.—Dr. Henry C. Anderson and Dr. 


John C. McPherson were elected to active member- 
ship, October 12, in the Winnebago County Medical 
Society. On October 26, Dr. Philip E. Pemberton 
was elected to associate membership. Dr. Ander- 
son’s address is 4415 Charles Street, Rockford; Dr. 
McPherson, Medical Arts Building, 1335 Charles 
Street, Rockford; and Dr. Pemberton is a resident 
in pathology at Rockford Memorial Hospital. 
Blood Bank Expands—The Northern Illinois 
Blood Bank has recently expanded its field of opera- 
tion and now services Winnebago, Boone and Ogle 
Counties, according to the Bulletin of the Winne- 
bago County Medical Society. Since its inception, 
the Blood Bank has been housed in the late Dr. E. 
H. Weld’s building, 307 North Main Street. In order 
to expand, it became necessary to have larger 
quarters and the Blood Bank now occupies the en- 
tire second floor of the building. Reconstruction has 
been going on for some time. When it is completed, 
there will be four donor rooms rather than the two 


. donor rooms which have been used in the past. The 


canteen has also been made much larger and a 
lounge has been provided. 


GENERAL 

School Health Week in Chicago—In an official 
proclamation, dated November 5, 1956, Mayor 
Richard J. Daley proclaimed the week of April 1-5, 
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1957, as “School Health Week In Chicago.” Follow- 
ing is the exact resolution: 

WHEREAS, the health of the school child is of 
prime importance to the community; and 

WHEREAS, the school child of today is the 
adult citizen of tomorrow; and 

WHEREAS, a healthy adult population is best 
established in childhood; 

NOW, THEREFORE, I, Richard J. Daley, 
Mayor of the City of Chicago, do hereby proclaim 
April 1-5, 1957, “SCHOOL HEALTH WEEK IN 
CHICAGO” to provide opportunity for parents, 
teachers, clergymen, schools and cooperating health, 
allied and civic agencies to promote a concentrated 
educational program on the health of the school 
child. 

The project is being developed under the auspices 
of the Joint Committee on School Health Services 
of Chicago and a coordinating committee repre- 
sentative of all groups allied with this committee. 
Five schools will be chosen in the Chicago area for 
certain specific programs and open house for 
parents. While these five schools will be centers 
for concentrated programs, it is hoped that all 
schools in the Chicago area will be active in de- 
voting special attention to “School Health Week.” 


New Guide to Ethical Hospital-Press-T V-Radio 
Relationships—The Chicago Hospital Council, an 
organization of 63 hospitals in the metropolitan 
area, released its new “Guide to Ethical Hospital- 
Press-TV-Radio Relationships” at a dinner for the 
press on November 14. The “Guide” states the 
rights and requirements of the news media and the 
news sources on stories originating in hospitals, and 
proclaims that they are recognized and accepted by 
both parties. It was developed by a joint committee 
of hospital representatives and newsmen after more 
than a year of negotiations. The Chicago Medical 
Society, as well as the Chicago Hospital Council, 
has concurred with its principles. Press representa- 
tives on the Joint Committee are: Edward H. 
Eulenberg, City News Bureau; Maury Falstein, 
Sun-Times; Roy Gibbons, Chicago Tribune; Sam 
H. Saran, National Broadcasting Company; C. Ows- 
ley Shepherd, American; Arthur J. Snider, Daily 
News. Members representing hospitals are: G. 
Norman Andrews, assistant director, Blue Cross 
Plan for Hospital Care, Chairman; Clyde L. Reyn- 
olds, Executive Director, Provident Hospital; and 
John R. Kinsey, public relations director, Chicago 
Wesley Memorial Hospital. 


New Officers —Dr. A. I. Doktorsky was named 
president-elect of the Illinois Academy of General 
Practice, November 13. Dr. Orvan A. Phipps, Man- 
teno, succeeds Dr. George S. Schwerin, president, 
and Dr. Harry Marchmont-Robinson, Evergreen 
Park, was reelected executive secretary. 


for January 1957 


Lectures Arranged Through the Educational 
Committee of the Illinois State Medical Society: 

Walter L. Oblinger, Springfield, Associate Coun- 
sel, Illinois State Medical Society, Aux Plaines 
Branch of the Interprofessional Council in Oak 
Park, November 28, on Operation Legislation. 

Edward S. Burge, Evanston, assistant professor 
of obstetrics and gynecology, Northwestern Uni- 
versity Medical School, Maine Township High 
School Adult Evening School Class in Des Plaines, 
February 4, on Problems of the Menopause. 

Harry E. Rice, Jr., member of the staffs of St. 
Charles, Copley Memorial and St. Joseph’s Mercy 
Hospitals, Aurora, Maine Township High School 
Evening School Class, February 11, on Hyperten- 
sion. 

Paul J. Dunn, clinical instructor in pediatrics, 
Stritch School of Medicine of Loyola University, 
St. Edmunds School Mothers Club in Oak Park, 
February 12, on Feeding Problems. 

Caesar Portes, assistant clinical professor of proc- 
tology, Chicago Medical School, Maine Township 
High School Adult Evening Class, February 18, on 
Cancer. 

Louise Tavs, clinical assistant professor of derma- 
tology, University of Illinois College of Medicine, 
Maine Township High School Adult Evening Class, 
February 25, on Diseases of the Skin. 

John O. Firth, Monmouth, coroner of Warren 
County, Henry County Home Economics Associa- 
tion in Cambridge, February 27, on The Antibiotics. 

Lectures Arranged Through the Committee on 
Postgraduate Medical Education and Scientific Serv- 
ice: 

Bert I. Beverly, Oak Park, instructor in pediatrics, 
Northwestern University Medical School, Knox 
County Medical Society in Galesburg, December 20, 
on Pediatric Emergencies Seen in General Practice. 

Walter C. Bornemeier and Frederick W. Slobe, 
both of Chicago, members of the Committee on 
Medical Economics, Illinois State Medical Society, 
Will-Grundy County Medical Society in Joliet, 
January 10, on The Pro and Con of Social Security. 

James W. Merricks, Chicago, clinical associate 
professor of surgery (urology), University of IIli- 
nois College of Medicine, Knox County Medical 
Society in Galesburg, January 17, on Urinary Blad- 
der Substitutes. 

William L. Riker, Chicago, pediatric surgeon, 
Children’s Memorial and Grant Hospitals, Engle- 
wood Branch of the Chicago, Medical Society, Feb- 
ruary 5, on Pediatric Heart Surgery. 

Philip Thorek, Chicago, assistant professor of 
surgery, University of Illinois College of Medicine, 
Rock Island County Medical Society in Moline, 
February 12, on Do’s and Don’ts in General Surgery. 

Percy E. Hopkins, Chicago, Chairman of the 
Committee on Medical Service and Public Rela- 
tions, Illinois State Medical Society, Will-Grundy 
County Medical Society in Joliet, February 14, on 
Medicare. 
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Thomas F. Kruchek, Chicago, clinical assistant in 
psychiatry, Stritch School of Medicine, Stock Yards 
Branch of the Chicago Medical Society, February 
15, on Value of Tranquilizing Agents. 

Peter J. Talso, Chicago, associate professor and 
assistant chairman of the department of medicine, 
Stritch School of Medicine of Loyola University, 
Kankakee County Medical Society in Kankakee, 
February 19, on Collagen Diseases. 


DEATHS 

.John M. Bick*, Chicago, who graduated at North- 
western University Medical School in 1897, died 
November 2, aged 89. 

Ellis Bonnell, Blue Island, who graduated at the 
University of Illinois College of Medicine in 1934, 
died August 22, aged 47, of coronary thrombosis. He 
was a member of the American Psychiatric Associa- 
tion. 

Arthur Henry Bitter*, Quincy, who graduated at 
the University of Pennsylvania School of Medicine, 
Philadelphia, in 1918, died November 24, aged 64. 
He had served as secretary and president of the 
Adams County Medical Society and chief of staff at 
both Blessing and St. Mary’s Hospitals. 

Charles F. Brian*, Bellmont, who graduated at 
Barnes Medical College, St. Louis, in 1905, died 
November 25, aged 80. He was a member of the 
“Fifty Year Club” of the Illinois State Medical 
Society. 

French S. Cary, retired, Chicago, who graduated 
at the College of Physicians and Surgeons of Balti- 
more in 1906, died December 11, aged 77. He was a 
past president of the Chicago Urological Society. 

John P. Coughlin*, Evanston, who graduated at 
Loyola University School of Medicine in 1917, died 
November 21, aged 66. 

Elbert Leroy Damron*, Effingham, who grad- 
uated at St. Louis College of Physicians and Sur- 
geons in 1907, died in the Veterans Administration 
Hospital, Hines, August 5, aged 76, of cancer. 

Michael F. Dorsey*, retired, Chicago, who grad- 
uated at Rush Medical College in 1900, died Novem- 
ber 29, aged 84. He had practiced medicine for 50 
years in Streator before he retired and came to 
Chicago. 

William Held, Chicago, who graduated at Jenner 
Medical College, Chicago, in 1902, died November 
13, aged 79. ‘ 

Gaylord Ray Hess*, Chicago, who graduated at 
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Rush Medical College in 1918, died in Milwaukee, 
September 2, aged 66. 

Benjamin M. Levin*, Chicago, who graduated at 
the University of Illinois College of Medicine in 
1924, died November 27, aged 58. He was associate 
professor of pediatrics at the Chicago Medical 
School. 

Thomas F. Maher, retired, Chicago, who grad- 
uated at the College of Physicians and Surgeons of 
Chicago, School of Medicine of the University of 
Illinois, in 1906, died November 26, aged 79. 

Robert Campbell Menzies, Chicago, who grad- 
uated at Rush Medical College in 1905, died Septem- 
ber 23, aged 74. 

Robert B. Nyberg, Galatia, who graduated at St. 
Louis University School of Medicine in 1905, died 
November 18, the day before his 77th birthday. He 
was one of the founders of the Harrisburg Hospital. 

Arthur White Ogden’, retired, Joliet, who grad- 
uated at the Hahnemann Medical College and Hos- 
pital, Chicago, in 1913, died August 17, aged 72, of 
arteriosclerotic heart disease. 

Kurt W. Ossendorff*, Chicago, who graduated at 
Ludwig-Maximilians-Universitat Medizinische Fa- 
kultat, Miinchen, Bavaria, in 1911, died November 
23, aged 70. He was a member of the staffs of Alex- 
ian Brothers, Columbus and St. John’s Hospitals; 
director and past president of the German Medical 
Association of Chicago and Alexian Brothers Hos- 
pital Foundation. 

Joseph Rubenstein*, Chicago, who graduated at 
the University of Illinois College of Medicine in 
1925, died December 7, aged 55. He served in the 
Medical Corps of World War II. 

Edward C. Sheehan*, Oak Park, who graduated 
at Loyola University School of Medicine in 1934, 
died November 20, aged 47. During World War II 
he served with the Army Medical Corps in North 
Africa and Italy. 

Edward Trippel*, O’Fallon, who graduated at 
St. Louis University School of Medicine in 1912, 
died August 22, aged 67, of diabetes mellitus. 

William J. Vopata*, Riverside, who graduated at 
the College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, in 
1904, died recently, aged 76. . 

William Zimmermann’, retired, Quincy, who 
graduated at Washington University School of 
Medicine, St. Louis, in 1897, died recently, aged 83. 


*Member of the Illinois State Medical Society. 
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*, . best results were obtained with women 


= 35 to 55 years of age, who complained of 


~  anxtety, insomnia, chronic fatigue and 


despondency.”” 


“Many physicians have reported favorable results with 


‘Compazine’ in the mild or moderate mental and emotional 
conditions often associated with the menopause. 

For example, in a series of 84 patients, Knoch and Kirk 
report outstanding results in women 35 to 55. The authors 
state that after “Compazine’ treatment, these women “were 
no longer fatigued, were sleeping well, had increased energy 
and showed a lively interest in their surroundings.” 
‘Compazine’ is S.K.F.’s new tranquilizer and antiemetic for 


everyday practice. 


‘Compazine’ has shown minimal side effects. 


a true tranquilizing agent 


Smith, Kline & French Laboratories, Philadelphia 


1. Knoch, H.R., and Kirk, R.: Proclorperazine—A New Agent for the 
Treatment of Psychic Stress, in manuscript. 


*Trademark for proclorperazine, S.K.F. 
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Nutrients in 


Enriched Bread 


Equally Important in 
Diets Moderately Low in Fat 
The added nutrients in Enriched Bread are chosen qualitatively and 


quantitatively because of their_importance in everyday nutrition. They 
have proved equally advantageous when dietary adjustment is indicated 


for therapeutic purposes. 


In low-fat diets prescribed for many patients with coronary arterioscle- 
rosis, gallbladder disease, hyperlipemia, obesity, and allied conditions, 
the proportions of the nutrients in enriched bread are especially significant. 


The fat content of enriched bread approximates only 3 per cent, and its 
cholesterol content is negligible. This feature and, in addition, its well- 
balanced proportions of essential nutrients qualify enriched bread as an 
important constituent of low-fat diets. 


Six slices of the average enriched bread, containing 4 per cent added 

nonfat dry milk, provide 12 grams of good quality protein (flour protein 

supplemented with milk protein), 0.36 mg. of thiamine, 0.26 mg. of 

riboflavin, 3.35 mg. of niacin, 3.5 mg. of iron, and 126 mg. of calcium— 

from 16 to 29 per cent of the adult patient’s daily needs for each of 
these nutrients. Yet six slices of enriched bread supply only 19 per cent 
_ of the nutrient energy of a 2,000-calorie diet. 


ican Medical Association and found consistent 
with current authoritative medical opinion. 


AMERICAN BAKERS ASSOCIATION have een reviewed b ‘the 
ouncil on Foods an utrition 0: mer- 
20 NORTH WACKER DRIVE - CHICAGO 6, ILLINOIS 
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RAISE THE EMOTIONAL THRESHOLD 


against 
everyday stresses... 


(reserpine CIBA) 


fer January 1957 


Serpasil ina LOW, ONCE-A-DAY* dose 
acts as a gentle mood-leveling agent 
...sets up a needed “tranquility bar- 
rier’ for the many patients who, with- 
out some help, are incapable of 
dealing calmly with a daily pile-up of 
stressful situations. 

*As little as 0.25 mg. Serpasil or legs once daily may frequently 
maintain the average patient who is being treated for emo- 


tional strain, anxiety and overexcitability...with a minimum 
of side effects. 

TABLETS, 0.1 mg., 0.25 mg. (scored ), 1.0 mg. (scored), 2.0 mg. 
(scored), and 4.0 mg. (scored). ELIXIR, 0.2 mg. or 1.0 mg. per 
4-ml. teaspoon. 


2/2279 


CIB A Summit, N.J. 


51 


‘ | 
| 
| 
| 
|| 
| 
| 
| 
| 
| 
| 
| 
| 
— 
3 


ANNOUNCING 


‘ 


effective 


clinically 


mportant infections 
any other 


antibiotic 


il 

_ b 
‘ 


FOR MOST INFECTIONS 


(NOVOBIOCCIN-PENICILLIN G, MERCK) 


THE ANTIBIOTIC PRODUCT 


MOST LIKELY TO 


COMPARE THESE ADVANTAGES: 


1. Proved effectiveness in the largest num- 
ber of clinically important infections in- 
cluding those caused by antibiotic-resistant 
staphylococci and proteus. 

2. Therapeutic, bactericidal blood levels are 
promptly achieved. 

3. Exceptionally well tolerated; patient sen- 
sitivity reactions are rare at recommended 
dosage. 

4. No yeast or fungal super-infections nor 
any antibiotic-induced enteritis, vaginitis or 
proctitis have been reported following 
CATHOCILLIN. 

5. No problems of cross-resistance have been 
encountered with CaTuociLLin. 

6. The normal intestinal flora is not dis- 
turbed by 

DOSAGE: for adults—two capsules q.i.d.; for children 


under 100 lbs.—dosage in proportion to weight (e.g. one 
capsule q.i.d. for a child weighing 50 lbs.). 


BE EFFECTIVE 


CONSIDER CATHOCILLIN FIRST 


—for these clinically important infec- 
tions: tonsillitis; pharyngitis; pneumonia; 
otitis media; cervical lymphadenitis; 
streptococcal sore throat; infected tooth 
sockets; Vincent’s infection; acne and 
superficial skin infections; impetigo; 
boils, furuncles and carbuncles; lung ab- 
scess; bronchitis; mastitis; osteomyelitis; 
wound infections; postoperative wound 
infections and infected lacerations; sta- 
phylococcal enteritis,staphylococcal diar- 
rhea of the newborn; peritonitis (caused 
by susceptible organisms); pelvic in- 
flammatory disease; gonorrhea; gono- 
coccal arthritis; urethritis; scarlet fever; 
erysipelas. 

SUPPLIED: Blue and white capsules of ‘CATHOCILLIN’ 
—each containing 125 mg. of ‘Catnomycin’ (as 


Sodium Novobiocin, Merck) and 75 mg. (125,000 
units) Potassium Penicillin G; bottles of 16. 


In one prescription the one antibiotic product most likely to be effective 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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BOOK REVIEWS 


Pepiarrics edited by Donald Paterson, M. D. 
Formerly Clinical Professor, Department of 
Pediatrics, The University of British Colum- 
bia and John Ferguson McCreary, M., D., 
Professor and Head, Department of Pediat- 
rics, The University of British Columbia. 
With 36 Contributing Authors. J. B. Lippin- 
cott Company, Philadelphia, Montreal. 654 
pps. $14.00. 

This addition to the field of pediatric litera- 
ture has the happy and unusual faculty of in- 
creasing the reader’s interest as he reads it fur- 
ther. It is written, not in that style so common 
today, of a tired instructor lecturing to a bored 
class, but in short concise, excellently constructed 
English. Polysyllabic words are not found where 
shorter words will serve. 

The material is arranged by systems in the 
usual manner, with additional chapters on ju- 
venile gynecology, adolescent problems, public 
health services and pediatric orthopedics. The 
chapter on tuberculosis merits individual praise. 

The bibliographies at the end of each chapter 
are brief but entirely adequate. The illustrations 
are clear and self-explanatory and the various 
tables are revealing but not confusing. 


This book impresses one as having been writ- 


ten by doctors wishing to teach and inform the 
busy practitioner, and not by men overwhelmed 
by a desire to see themselves in print. It is 
recommended for all who care for children. 


J. C. McK. 


BOOKS RECEIVED 


The following books have been received for reviewing, and 
are herewith acknowledged. This listing should be consid- 
ered as a sufficient return for the courtesy of the sender. 
Books that appear to be of unusual interest will be reviewed 
as space permits each month. Readers desiring additional 
information relative to books listed, may write the Editor who 
will gladly furnish same promptly. 


Tue Happy LIFE OF A Doctor. By Roger I. Lee, M.D., 
(Autobiographic) Little, Brown and Company, Bos- 
ton. Price $4.00. 

THE VisuAL Fretps. A Textbook and Atlas of Clinical 
Perimetry. By David O. Harrington, A.B., M.D., 
F.A.C.S., Clinical Professor of Ophthalmology, Uni- 
versity of California School of Medicine; Consultant 
in Ophthalmology, U.S. Veterans Administration 
Hospital, Fort Miley, San Francisco, Calif. With 
234 Illustrations and Nine Color Plates. The C. V. 
Mosby Company, St. Louis, 1956. Price $16.00. 

REHABILITATION LITERATURE, 1950-1955. Compiled by 
Earl C. Graham, Librarian, and Marjorie M. Mullen, 
Assistant Librarian, National Society for Crippled 
Children and Adults. The Blakiston Division. Mc- 
Gray-Hill_ Book Company, Inc., New York-Toronto- 
London, 1956. Price $13.00. 

EpucaTInG Spastic CHILDREN—The Education and 
Guidance of the Cerebral Palsied. By F. Eleanor 
Schonell, M. A., Ph. D., Formerly research fellow, 
University of Birmingham, Department of Pediatrics 
and Child Health. Philosophical Library, Publishers, 
15 East 40th Street, New York. 16, New York. $6.00. 

OrGANIZED Home MepicAL CaArE IN New York City— 
A Study of Nineteen Programs by the Hospital 
Council of Greater New York. Published for the 
Commonwealth Fund by Harvard University Press, 
Cambridge, Massachusetts, 1956. $8.00. 

PracricaL Pepratric DERMATOLOGY. By Morris Leider, 

(Continued on page 58) 
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Now lift this transparency and see what 
happens when half these amounts of penicillin and 
Albamycin are combined! 
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BOOK REVIEWS 


PEpiaTRics edited by Donald Paterson, M. D. 
Formerly Clinical Professor, Department of 
Pediatrics, The University of British Colum- 
bia and John Ferguson McCreary, M, D., 
Professor and Head, Department of Pediat- 
rics, The University of British Columbia. 
With 36 Contributing Authors. J. B. Lippin- 
cott Company, Philadelphia, Montreal. 654 
pps. $14.00. 

This addition to the field of pediatric litera- 
ture has the happy and unusual faculty of in- 
creasing the reader’s interest as he reads it fur- 
ther. It is written, not in that style so common 
today, of a tired instructor lecturing to a bored 
class, but in short concise, excellently constructed 
English. Polysyllabic words are not found where 
shorter words will serve. 

The material is arranged by systems in the 
usual manner, with additional chapters on ju- 
venile gynecology, adolescent problems, public 
health services and pediatric orthopedics. The 
chapter on tuberculosis merits individual praise. 

The bibliographies at the end of each chapter 
are brief but entirely adequate. The illustrations 
are clear and self-explanatory and the various 
tables are revealing but not confusing. 


This book impresses one as having been writ- 


ten by doctors wishing to teach and inform the 
busy practitioner, and not by men overwhelmed 
by a desire to see themselves in print. It is 
recommended for all who care for children. 
: J.C. McK. 


BOOKS RECEIVED 


The following books have been received for reviewing, and 
are herewith acknowledged. This listing should be consid- 
ered as a sufficient return for the courtesy of the sender. 
Books that appear to be of unusual interest will be reviewed 
as space permits each month. Readers desiring additional 
information relative to books listed, may write the Editor who 
will gladly furnish same promptly. 


Tue Happy LIFE oF A Doctor. By Roger I. Lee, M.D., 
(Autobiographic) Little, Brown and Company, Bos- 
ton. Price $4.00. 

THE VisuAL Fietps. A Textbook and Atlas of Clinical 
Perimetry. By David O. Harrington, A.B., M.D., 
F.A.C.S., Clinical Professor of Ophthalmology, Uni- 
versity of California School of Medicine; Consultant 
in Ophthalmology, U.S. Veterans Administration 
Hospital, Fort Miley, San Francisco, Calif. With 
234 Illustrations and Nine Color Plates. The C. V. 
Mosby Company, St. Louis, 1956. Price $16.00. 

REHABILITATION LITERATURE, 1950-1955. Compiled by 
Earl C. Graham, Librarian, and Marjorie M. Mullen, 
Assistant Librarian, National Society for Crippled 
Children and Adults. The Blakiston Division. Mc- 
Gray-Hill Book Company, Inc., New York-Toronto- 
London, 1956. Price $13.00. 

EpucaTInG Spastic CHILDREN—The Education and 
Guidance of the Cerebral Palsied. By F. Eleanor 
Schonell, M. A., Ph. D., Formerly research fellow, 
University of Birmingham, Department of Pediatrics 
and Child Health. Philosophical Library, Publishers, 
15 East 40th Street, New York. 16, New York. $6.00. 

OrGANIZED Home Mepicat Care IN NEw York City— 
A Study of Nineteen Programs by the Hospital 
Council of ‘Greater New York. Published for the 
Commonwealth Fund by Harvard University Press, 
Cambridge, Massachusetts, 1956. $8.00. 

PracticaL Pepratric DERMATOLOGY. By Morris Leider, 

(Continued on page 58) 
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Antibiotic Synergism 


This graph shows the growth rate of a penicillin- sensi- 
tive strain of Staphylococcus (Micrococcus pyogenes, 
var. aureus) under 3 conditions: 


1. In the absence of antibiotics 
2. In the presence of subinhibitory concentration of 


penicillin 
3. In the presence of subinhibitory concentration of 
Albamycin* 
T T 10 Billion 
on 


| .16 


10 Million 


point 
= GROWTH 


Now lift this transparency and see what 
happens when half these amounts of pemicillin and 
Albamycin are combined! 


Upjohn 


*Trademark, Reg. U.S. Pat. Off.—The Upiohn brand of crystalline novobiocin sodium. 
Data: Upjohn Research Laboratories (3265—ARB—119) 
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Antibiotic Synergism 


This graph shows the growth rate of a penicillin- sensi- 
tive strain of Staphylococcus (Micrococcus pyogenes, 
var. aureus) under 3 conditions: 


1. In the absence of antibiotics 

2. In the presence of subinhibitory concentration of 
penicillin 

3. In the presence of subinhibitory concentration of 
Albamycin* 


10 Billion 


Control 
(no antibiotics) 
1 Billion 


V4 


Penicillin 
.0006 mcg./ml. Albamycin, 


-16 mcg./ml. 


10 Million 


1 Million 


Starting point 


100 Thousand 


NUMBER OF LIVING ORGANISMS PER MILLILITER 


t 
=> 


ATION: 
Nici 10 Thousand 
LBAM 


1 Thousand 


TIME IN HOURS 

Even half these subinhibitory concentrations of penicillin and 

Albamycin, when combined, produce a dramatic bactericidal 

effect. 


Such a product is available now » 


Upjohn 


*Trademark, Reg. U.S. Pat. Off.—The Upiohn brand of crystalline novobiocin sodium. 
Data: Upjohn Research Laboratories (3265—ARB—119) 
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average dosage only t.i.d. 


enicillin 


(Albamycin plus penicillin) 


‘Alba 


Compare it with th a ibiotic you are currently using: 


Range of effectiveness: Alba-Peni- 
cillin is effective against the organisms that 
cause the overwhelming majority of bacterial 
infections (Staphylococci, Streptococci, Pneu- 
mococci, Proteus). 


sistance: Because in vitro 
his combination is synergistic 
Staphylococci already resistant 
to all@thef antibiotics, the risk of resistance 
is mingiaized. 


Risk of enterocolitis: Because it has 
little or no effect on the predominant Gram- 
negative intestinal bacteria, and is highly effec- 
tive against Staphylococci, there is virtually no 
danger of enterocolitis due to alteration in in- 
testinal flora, or of other side effects such as 
perianal pruritus. 


Convenience: Alba-Penicillin is oral 
therapy, and the average adult dosage is only 
1 to 2 capsules t.i.d., which eliminates middle- 
of-the-night medication. 


It is available in bottles of 16 capsules. Each capsule con- 
tains 250 mg. Albamycin (as novobiocin sodium, crystal- 
line) and 250,000 units penicillin G potassium. 


The Upjohn Company « Kalamazoo, Michigan 
*Trademark 
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More than just a “toast” 


to good health... — 


In the light of recent research,* the traditional raising of a glass of good cheer—‘“To Your Good 
Health”—has become more than just a symbol of good fellowship. 


Wine, one of the most ancient of dietary beverages, now takes on added lustre as a natural-source 
therapeutic adjuvant in many back-to-health programs. 


Wine in Anorexia—In the dietetic management of the post- 
surgical, convalescent or geriatric patient, two to three ounces 
of dry table wine has been found to stimulate appetite!.23 
and increase caloric intake.* 


Wine for Gentle Sedation—Described as the safest of all 
sedatives, wine can be used to dispel the fears and 
anxieties of old age and of prolonged illness. The 
judicious use of dessert wine at bedtime can often 
induce normal sleep without the use of drug medication. 


Wine to Brighten the Sick Tray—In the dull and often 
unappealing dietary regimen of many patients, a glass 
of wine can frequently provide a touch of interest and 
“elegance’”’—a psychological boost of inestimable 
value—and for just a few cents a day. 


The Flavorsome Fine Wines of California—The fine 
wines of California are delicious, and the variety is so 
wide that a wine can be found to suit individual taste. 


*Uses of Wine in Medical Practice, published by 
Wine Advisory Board, 717 Market Street, 
San Francisco, California. 


1. Goetzl, F.R.: Permanente Found. M. Bull. 8:72 (April) 1950. 


2. Irvin, D.L., and Goetzl, F.R.: Permanente Found. M. Bull. 
9:119 (Oct.) 1951. 


3. Irvin, D.L.; Durra, A., and Goetzl, F.R.: Am. J. Digest. Bis. 
20:17 (Jan.) 1953. 


4, Goetzl, F.R.: A Note on the Possible Usefulness of Wine in 
the Management of Anorexia, unpublished. 
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Vaccine 


ettective 
practical 


A specific immunizing antigen for prevention of 
mumps in children and adults where indicated. Im- 
munizes for about one year. 

LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


Have You Considered 
The Illinois State Medical Society‘s 
Approved Group Insurance Plans? 


(1) The Disability Plan provides an in- 
come in the event of disability 
caused by sickness or accident 

(2) Also available is the Group Hos- 
pitalization Plan for you and your 
dependents—the benefits available 
are outstanding. 

Both Plans provide a substantial saving 

in premiums. 

Inquire today—please write or tele- 

phone 

PARKER, ALESHIRE & COMPANY 
Established 1901 
175 West Jackson Blvd. Chicago 4, Ill. 
Telephone WAbash 2-1011 
_ Administrators of Special Group Plans 
for Professional Organizations 
and 
General Insurance—Life, Fire, 


Automobile, all Casualty Lines. 


BOOKS RECEIVED (Continued) 
M. D., Associate Professor of Dermatology and 
Syphilology, New York University Post-Graduate 
Medical School. 280 photographs and 13 drawings. 
The C. V. Mosby Company, St. Louis, 1956. $10.50. 


THE Recovery RoomM—Immediate Postoperative Man- 
agement. By Max S. Sadove, M. D., James H. Cross, 
M. D., With contributions by 24 authorities. 597 
pages. Illustrated. W. B. Saunders Company, Phila- 
delphia and London, $12.00. 


CLINICAL EXAMINATIONS IN NeEuROLOGY. By members 
of the Sections of Neurology and Section of Physi- 
ology, Mayo Clinic and Mayo Foundation for Medi- 
cal Education and Research, Graduate School, Uni- 
versity of Minnesota, Rochester, Minnesota. 370 
pages. 76 figures. W. B. Saunders Company, Phila- 
delphia and London, $7.50. 


THE MANAGEMENT OF FRaActuRES, DISLOCATIONS AND 
Sprains. By John Albert Key, B. S, M. D,, 
F. A. C. S., St. Louis, Missouri, Clinical Professor 
Emeritus of Orthopedic Surgery, Washington Uni- 
versity School of Medicine; Associate Surgeon, 
Barnes, Children’s and City Hospitals, and H. Earle 
Conwell, M. D., F. A. C. S., Birmingham, Alabama, 
Associate Professor of Orthopaedic Surgery, Uni- 
versity of Alabama School of Medicine; Associate 
Orthopaedic Surgeon, University Hospital. Sixth 
edition. The C. V. Mosby Company, St. Louis, $20.00. 


CarE oF THE LonG TERM Patient. Commission on 
Chronic Illness. Published for the Commonwealth 
Fund, by Harvard University Press, Cambridge, 
Massachusetts, 1956, $8.50. 


Founpation Symposium oN Paper ELEctRO- 
PHorESIS. Editors for the Ciba Foundation, G. E. W. 
Wolstenholme, O. B. E., M. A., M. B., B. Ch. and 
Elaine C. P. Millar, A. H-W. C., A. R. I. C. 74 
illustrations. Little, Brown and Company, Boston. 
$6.75. 


for Physicians. By 
Howard .F. “Root, vA. P., 
Medical Director of the Joslin Clinic, Boston, Lec- 
turer in Medicine, Harvard Medical School. and 
Priscilla White, M. D., Sc. D., F. A. C. P., Joslin 
Clinic, Boston, Instructor in Pediatrics, Tufts Uni- 
versity, Boston. Landsberger Medical Books, Inc., 
Distributed solely by The Blakiston Division of the 
McGraw-Hill Book Company. $7.00. . 


Ciza FounpATION SYMPOSIUM ON STRUCTURE 
AND MetrasoLisM. Editors for the Ciba Foundation, 
G. E. W. Wolstenholme, O. B. E., M. A. M. B.,, 
B. Ch. and Cecilia M. O’Connor, B. Sc. 121 illustra- 
tions. Little, Brown and Company, Boston. $8.00. 


PRINCIPLES OF CLINICAL ELECTROCARDIOGRAPHY. By 
Mervin J. Goldman, M. D., Assistant Chief of the 
Medical Service and Cardiologist, Oakland Veterans 
Administration Hospital, Oakland, Lange Medical 
Publications, Los Altos, California. $4.50. 
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ante inflammatory action of the most 
steroid, STERANE,® complemented by 
- the superior central tranquilizing effects of 

_ ATARAX. Minimal disturbance of fluid and 

electrolyte metabolism; no mental fogging 
or major toxicity in ataractic action. 


FOR UNMATCHED RESPONSE AND 

"MANAGEMENT IN RHEUMATOID ARTHRITIS .. 
Pat IN OTHER COLLAGEN DISEASES, BRONCHIAL 
ASTHMA, INFLAMMATORY DERMATOSES. 


Supplied: Each seored 
_Aranaxor Tablet contains 5 mg: prednisolone 
(STERANE) and 10 mg. hydroxyzine hydro- 
chloride (ATARAX). Bottles of 30. and 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


Widening horizons 

One of our major problems today is that our 
discovery of scientific truth has far outstripped 
our apprehension of spiritual truth. It is rela- 
tively easy for us to uncover scientific truths — 
it requires a certain exercise of intellect. But the 
desperate need of the world today is not for 
more intellect, more knowledge. The intellect is 
a good lieutenant but a bad captain. What is nec- 
essary, if men are to be set free as individuals 
and as nations, is a new grasp of spiritual truth, 
a spiritual renaissance, a new birth of spiritual 
power in every aspect of human thought and 
action. There is a burning need for dedicated 
men — men whose sole objective in life is to 
determine the truth — scientific and spiritual 
— which makes men free. In this respect we 
doctors have an unrivaled opportunity. The 
challenge to us is to self-dedication. We may, of 
course, remain humdrum and stick to our pills 
and penicillin. If so, we are “dabbling in the 
shallows when we could be swimming in the 
ocean.” Medicine must have its spiritual pi- 
oneers no less than its scientific pioneers: To 
you at present, immersed in technical scientific 


studies but destined to explore these widening 
horizons of medicine, I would suggest three 
things. 

1. All great literature, poetry, art, music, en- 
larges the human spirit and helps to build char- 
acter — that is why it is great. Whenever a Beet- 
hoven writes a symphony he is expressing the 
experience of his spirit in a language whose 
technique he has mastered. We, without the 
technique, may catch his message and be en- 
riched and enobled by it. 

2. The wisdom of saints and seers is freely 
available. There is a spiritual library worthy of 
study as careful and exact as any we give to our 
professional textbooks. ‘The library includes 
authors such as Thomas a Kempis, Henry 
Drummond, John Bunyan, Professor B. H. 
Streeter, and the recent writings of J. B. Phil- 
lips. It includes that portable library, the Bible. 

3. The art of making men “whole” demands 
a shrewd combination of activism with quietism. 
To understand man’s mind and spirit (includ- 
ing his own) the doctor must practice quietism ; 
to understand and heal man’s body he must be 


(Continued on page 62) 


1 tablet Ny OW 


all night 


Metamine 


Simplified dosage* 
to prevent 
Angina Pectoris 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 
of 50 tablets. THos. LEEMING & Co., INc., 155 East 44th Street, N.Y. 17, N.Y. 
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Gantrisin 


Gantricillin is Gantrisin plus penicillin in a single tablet. 
For severe infections, Gantricillin-300; for mild infections, 
Gantricillin (100); for pediatric infections, Gantricillin 
(acetyl)-200 suspension. 


Gantricillin® Gentrisin® - brand of sulfisoxazole 
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EVERY WOMAN 


WHO SUFFERS 
IN THE 
MENOPAUSE 
DESERVES 


“PREMARIN: 


widely used 
natural, oral 


estrogen 


AYERST LABORATORIES 


New York, N.Y. ¢ Montreal, Canada 
5645 


HORIZONS (Continued) 
activist. We need, therefore, to meditate daily 


on great truths. In meditation, the horizontal 
plane of routine meets the vertical plane of 
eternal values. Such meditation, best under- 
taken in the morning, gives detachment, per- 
spective, insight, and direction. It is the critical 
act that makes every day significant. It is a time 
which saves time, for it clarifies what is impor- 
tant. It adds to the day both direction and in- 
spiration. As a daily habit it transforms the 
way you live, your ambitions, your interests, 
your methods. It emphasizes that the real pur- 
pose of life is spiritual development, since for 
every man, physical death is certain. Practiced 
by the seers for centuries, it is powerful today 
in the lives of those who learn to explore its 
secrets and who accept its discipline. It is essen- 
tial now as never before, for it is potent in the 
upward struggle of mankind. Apart from ex- 
tremely busy periods, the average doctor needs 
at least half an hour of such meditation daily ; 
when exceptionally busy, he requires longer. 
Further, more than a personal religious faith 
is necessary. The atomic age also is the ideo- 
logical age and, for the first time in history, a 
highly organized materialistic ideology has 
captured the minds and wills of one-third of the 
whole human race and is extending rapidly. 
Against so ominous a background, a religious 
faith devoid of the plan and passion of an ideol- 
ogy looks like a personal luxury. Moreover, 
medicine itself is in dire need of a dynamic new 
philosophy fed by deep spiritual roots. It is pos- 
sible that, hampered by its upbringing and ag- 
nosticism, the profession as a whole will be un- 
able to rise to this fundamental challenge of 
our times. It may, therefore, fall to you to dis- 
cover and apply the spiritual ideology which is 
the only possible answer to contemporary ma- 
terialism in all its forms. Without that spiritual 
ideology, man may disappear into the night of 
self-annibilation; with it, he will move confi- 
dently forward into the light of day. R. W. 
Luaxton, M.D. Medicine’s Widening Horizons. 
Brit. M.J. Sept. 1, 1956. 


While is an organic 
disease, it-is just as clearly a social disease, tak- 
ing its greatest toll among low-income, unskilled 
laborers suffering from overcrowded housing and 
poor nutrition. Rema Lapouse, M.D., Am. J. 
Pub. Health, August, 1956. 
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A Better Antihypertensive 


... because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary .. . 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


A Better Tranquilizer, too 


. .. because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
out masking of symptoms... without impairing in- 
tellectual or psychomotor efficiency. 


Dosage: Simply two 2 mg. tablets at bedtime. 
After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


® 
Rauwiloid is recognized as basal Rauwiloid+ 
medication in all grades and types Hexamethonium — 
of hypertension. In combination with a 
more potent agents it proves syner- ‘Im severe, otherwise intractable hy- 
gisticor potentiating, makingsmaller  Pertension this single-tablet com- 


dosage effective and freer from side bination provides smoother, less 
erratic response to hexamethonium. 


Each tablet contains 1 mg. Rauwi- 
‘Rauwiloid + Veriloid® loid and 250 mg. hexamethonium 
In moderate to severe hypertension | chloride dihydrate. a % 


: this single-tablet combination per- tablet q.i.d. 


mits long-term therapy with depend- 

_ablystable response. Each tablet con- 
_. tains1 mg. Rauwiloid and 3 mg.Veri- ° 
"oid. Initial dose, 1 tablet t.i.d., p.c. Riker ‘LOS ANGELES 
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to meet the exacting, requirements i modern medicine: 


| | | 
acknowledged as competent 
‘Spontaneously acknowledged by physicians everywhere as an outstanding | 
‘therapeutic advance, repeatedly confirmed during more than three years o Z 
clinical usage, ACHROMYCIN. Tetracycline ranks among the foremost in its. field 
today... judged on its exceptional effectiveness against a wide range of pathogens, 
prompt control of infections most commonly encountered in medical practice, 
low incidence of side reactions, minimal emergence of resistance. 
\CHROMYCIN is available in 21 dosage forms —each with full tetracycline effect 


each 
dose 
is fresh 

complete 

potency 


FOLBESYN 


VITAMINS LEDERLE 


B COMPLEX + C 


Separate packaging of dry vitamins and diluent (mixed 
immediately before injection) assure controlled dosage. 
The folic acid solution is specially prepared to preserve 
full potency and to serve for quick solution of the dried 
vitamins. FOLBESYN may be conveniently added to stand- 
ard intravenous solutions. 
*REG. U. S. PAT. OFF. 


Dosage: 2 cc. daily. 
Each 2 cc. dose contains: 


Thiamine HCI (Bi) 10 mg. 
Riboflavin (B2) 10 mg. 
Niacinamide 50 mg. 
Pyridoxine HCl (Bg) 5 mg. 
Sodium Pantothenate 10 mg. 
Ascorbic Acid (C) 300 mg. 
Folic Acid 3 mg. 
Vitamin Bie 15 mcgm. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY - 
PEARL RIVER, NEW YORK 


Avoid anxiety with work 

The anxiety states comprise the bulk of the 
psychiatric conditions in community and indus- 
trial medical practice. Although most of the 
people psychiatrists see in industry are so-called 
normal people they do have troubles and most 
of these troubles are on an anxiety basis. These 
are troubled workers. Most of their troubles 
come from off the job and are brought to the 
job, interfering with their production, their 
relationship to others, and with their health. 
The length of absence from work depends upon 
many variables such as personality structure, 
environmental stresses on and off the job, mo- 
tivations for health and illness, secondary gains, 
and severity of the anxiety. I try to keep these 
people working because I know that the regular 
routine of the day’s living and the day’s working 
is better for them than idleness and preoccupa- 
tion with self at home. Psychotherapy should be 
continued during this time. Ralph T. Collins, 
M.D. Optimum Time Off from Work for Neuro- 
logic and Psychiatric Disabilities. Indust. Med. 
Sept. 1956. 


Don't I get a vote too? 
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Doctor, would 1t be helpful to you in your 
practice to know that there is a food avail- 
able at reasonable prices in the stores 
the year round having these attributes: 


1. High public acceptance as to flavor and palat- 
ability —billions eaten annually. 


2. One of the best of the “‘protective’”’ foods with a 
well-rounded supply of vitamins and minerals. 


3. Low sodium—very little fat—no cholesterol. 
4. Sealed by nature in a dust-proof package. 
5. One of the first solid foods fed babies. 


6. Can be easily digested by old folks as well as 
infants. 


"7. Can be readily eaten out of hand, in milk shakes, 
on cereals, or in salads. 


8. Can be baked, broiled or fried. 6 


9. Can be used as an ingredient product in breads, 
pies, cakes and desserts. 


10. Useful in bland and low-residue diets. 

11. Mildly laxative. 

12. May be used in the management of both 
diarrhea and constipation. 

13. Can be used in reducing diets. 

14. Can be used in high-calorie diets. 


15. Useful in the dietary management of celiac 
disease. 


16. Useful in the dietary management of idiopathic 
non-tropical sprue. 


17. Useful in the management of diabetic diets. 

18. Valuable in many allergy diets. 

19. Belongs among foods useful in certain acute 
intestinal infections. 

20. A protein sparer. 

21. Favorably influences mined balance. 

22. Useful in the management of ulcer diets. 


23. One of the easiest foods to eat or prepare. 


T 


FOR THE NAME OF THIS FOOD, PLEASE 
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Poor economy 

Medical directors of insurance companies and 
adjudication committees upon health and acci- 
dent claims have their headaches; let’s face this 
fact. But so also have those of us practicing 
physicians and surgeons who are trying to play 
a fair game of ball in making the ethical plans 
work. We may as well ignore the mail order, low 
premium, “appendectomy $50; all other opera- 
tions $5” schemes. Also, we regret the occasion- 
al colleague who overcharges, pads his state- 
ments, and charges unnecessary assistant’s fees. 
However, many of us are being penalized for 
honest efforts to conserve the funds of the bet- 
ter insurance organizations. A case in point is 
that of a small boy who caught his right hand 
in a wringer and was not rescued for 10 min- 
utes. Digits were lost and deep palmar struc- 
tures exposed. Amputation above the wrist could 
have been performed in one operation, but a 
valuable hand with good sensation and useful 
grasp was salvaged as a result of three recon- 
structive operations. His father pays for pro- 
tection of his family against catastrophic med- 
ical, surgical, and hospital expenses by pdyroll 


deduction in a large corporation. The insurance 
carrier received a fair and carefully itemized 
bill, but granted only the price of one operation 
“because less than 90 days elapsed between the 
surgical procedures.” Incidentally, the fee al- 
lowed was the same as for a child of similar age 
injured in farm machinery and given maximum 
surgical benefit by one relatively simple opera- 
tion. The father of the former is prepared to 
stand up and be heard the next time he and his 
fellow workers meet together. He will call their 
attention to the apparent fact that they may not 
receive what they are paying for when a crisis 
comes. Cases of honest doubt and skepticism 
among our patients regarding prepaid health 
benefits are increasing. Despite good intentions 
of medical directors, fee schedules, and adjudi- 
cation committees, they are missing a lot of boats 
in failing to come through upon legitimate and 
honest claims such as the above. Perhaps they 
should re-screen their participating physicians, 
more carefully scrutinize itemized bills, or oc- 
casionally call patient and/or doctor personally 


(Continued on page 70) 


2. Additional information in connection with any of them... 
3. The composition of the banana... 
4. The nutritional story of the banana... 


5. Information on various ways to prepare or serve bananas. 


Please feel free to write to 


The answer is 


BANANAS 
If you would like 


1. The authority for any of the statements 


made on the preceding page... 


Director, Chemical and Nutrition Research, United Fruit Company 


PIER 3, NORTH RIVER, NEW YORK 6, N. Y. 
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INSTANT SANKA COFFEE 


Typical Sanka Booth At Medical 
Conventions All Over The Country 


Remember how much you enjoyed it? 
You can be sure your patients will, too! 


“Instant Sanka is real coffee—delicious cof- 
fee!” That’s what you said at the medical con- 
ventions, when you tasted your first cup at the 
Instant Sanka booth. 


And how right you are, Doctor. Instant Sanka 


is not a coffee substitute. It’s 100% pure coffee 
—rich and full-bodied. Only the caffein has been 
removed. All the satisfying flavor is there for 
you to enjoy. 

Why not introduce your patients to satisfying 
Instant Sanka Coffee? If they’re sensitive to caf- 


fein, they'll be delighted to learn they don’t have 
to give up coffee—not if they switch to delicious 
Instant Sanka Coffee because Instant Sanka is 
97% caffein-free.. - 


All pure coffee... 
97% caffein-free 


Product of General Foods 
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CARBASED 


“ACETYLCARBROMAL TABLETS 


© Proved safe and effective by 6 years’ 
clinical use. 


© Soothes the central nervous system, pro- 
duces calmness without hypnosis. 


e Non-toxic, non-cumulative, non-addict- 


ing, no known contraindications. 


e Does not impair mental or physical 
function. 


© Orally effective within 30 minutes for 
sustained action up to 6 hours. 


Economical. 


Indications: Tension, nervousness, 
anxiety and muscular spasm. 
Supplied: White round tablets 
Acetylcarbromal 5 gr. in bottles 
of 100, 1000. 


Write for samples and literature 


There's Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 
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ECONOMY (Continued) 
or by phone to arrive at more just decisions in 


particular cases which do not and cannot fit into 
the usual fee schedule. Outpatient work is not 
necessarily fninor a skilled surgeon may do 
more upon an outpatient, under local anesthetic, 
and without an assistant than an occasional sur- 
geon in two or three hours upstairs, under gen- 
eral anesthetic, and with a retinue of bored at- 
tendants. Insurance carriers will find it poor 
economy to judge their fees by the number of 
stitches, type of -anesthesia, assistant or not, 
number of square inches in a graft, length of 
time between stages in multiple-staged proce- 
dures, and number of days in the hospital. If 
they want to save some money there are better 
ways to do it than by short-changing claims of 
patients with real problems and by penalizing 
surgeons who shorten hospital stays, use more 
local anesthetics, work by themselves, and re- 
turn the patient to duty at the earliest possible 
time. Editorial. Realistic Adjudication of Sur- 
gical Fees. Rocky Mountain M.J. Aug. 1956. 


< > 


The clinico-pathological 
conference 

This is a characteristically American educa- 
tional medium and there are not many medical 
schools in this country or in countries other than 
the United States that employ it to advantage. 
Even when it is employed, the advantage to the 
student is not always obvious. It seems clear 
that attempts to enliven the clinico-pathological 
conference by shaping it artificially to a “who- 
dunnit” detective story certainly detract from 
its educational value. Conducted in a formal 
way, the clinical story being presented by a 
student, radiological and laboratory evidence 
being added, and clinical discussion being then 
followed by the pathological facts, the clinico- 
pathological conference can exercise a splendid 
integrating function on the student mind, dem- 
onstrating to him the unity of medical science, 
and the harmony of anatomy, physiology, medi- 
cine, surgery, and pathology in their several 
contributions to the doctor’s understanding of 
his patient. This medium is one which could be 
used more generally with advantage in British 
medical schools. fan Aird, Ch.M. Techniques 
and Methods of Medical Education. Brit. M.J. 
Sept. 1, 1956. 
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Supplied: White, 5 mg. oral tab- 
lets, bottles of 20 and 100. Pink, 
1 mg. oral tablets, bottles of 100. 
Both are deep-scored. 


*Schwartz, E.: New York J. Med. 
56:570, 1956. 
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BALANCE 


in bronchial asthma 


_ brand of prednisolone 


whenever corticosteroids’ 
are indicated 


provides restoration of breathing capacity — Relief of symptoms 
[bronchospasm, cough, wheezing, dyspnea] is maintained for lon: 

periods with relatively small doses.* 


minimal effect on electrolyte balance — “in therapeutically effective 
doses... there is usually no sodium or fluid retention or potassium 
loss.”* Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


PFIZER LABORATORIES, Brooklyn 6, New York 


~ Division, Chas. Pfizer & Co., Inc. 
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Interstitial cystitis 

This distressing conditions occurs mostly in 
women. It is, characterized by frequent urina- 
tion, day and night, usually associated with pain 
that manifests itself when the bladder begins to 
fill and disappears with voiding. The actual act 
of urination is not painful and if it is accom- 
panied by burning, urethritis also is present. The 
urine from a patient with interstitial cystitis is 
free of pus and organisms. Diagnosis should be 
confirmed by cystoscopy. The treatment of choice 
in the severest forms of the condition has been 
overdistention of the bladder with the patient 
under anesthesia, followed by four to five days 
of continuous irrigation of the bladder with a 
solution of silver nitrate, starting with a 1 to 
5,000 solution and increasing gradually until a 
1 to 1,000 solution is being used. The patient is 
then dismissed from the hospital, and daily 
treatments with the 1 to 1,000 solution are con- 
tinued in the office. If the condition has not 
been severe enough to require beginning the 
treatment in the hospital, the office management 
consists of the daily instillation of 1 ounce of 
silver nitrate solution beginning with a ft to 


5,000 strength. This concentration is increased 
daily until a 1 to 100 solution is instilled for 
two or three days. Interstitial cystitis has a great 
tendency to recur; if it does, subsequent courses 
of silver nitrate instillations may be necessary. 
Antibiotics and chemotherapy are of no value. 
Edward N. Cook, M.D. Office Procedures in 
Urology. Misssissippi Valley M.J. July 1956. 


< > 


Although acceptance of specific therapy is a 
primary goal in the control of tuberculous dis- 
ease, it is not the only one. In a broader sense 
modern medicine strives to return to society an 
individual free from organic disease, capable of 
assuming personal, family, and community re- 
sponsibilities. A concept such as this implies that 
the individual will be physically able to work 
— that he will have been prepared for some vo- 
cation. Not every patient, of course, will need 
to acquire a new occupation. There are many, 
however, who never have had a vocation and will 
have to be trained in one compatible with physi- 
cal status and aptitude. Sidney H. Dressler, 
Am. Rev. Tuberc., August 1956. 
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neomycin and ethamicort 
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the phencian 
should be imo ediately 
USUAL DOSE: One 
tablet as directed by 
physician, 

Boston, Mass. 370 


Alkaloidally assayed 
and standardized, 


insuring uniformity 


and 
therapeutic 


dependability 


Each tablet contains 
0.2 Gram 
(approx. 3 grains) 
and is scored for the 


convenient administration 


of half dosages. 


Supplied also in strengths of 
0.12 Gram (approx. 2 gr.) 
and 0.3 Gram (approx. 5 gr.) 


73 


CS 
bo 
Mele 
pets. ‘specif ifying the name the physician _ : 
form of Quinidine Sulfate 
e & Company, Limited 
BOSTON 18, ‘Massachusetts 
- 
= 


Meat... 


and the Need for Reasonable Amounts 
of Fat to Maintain Good Health 


The place of dietary fat in human nutrition is being widely dis- 
cussed. Scientists who know tell us that some fat is desirable in 
our everyday diet whether body weight has to be reduced or not. 


Why are fats important to good health? Because they con- 
tribute to the processes of growth and replacement of tissue. 
Because they are an important source of calories. Because they 
make foods more inviting and better tasting. 


Despite great advances in nutritional knowledge the exact 
role of fat in the diet is not yet fully defined. Yet it is known that 
some fat is necessary in healthful day-to-day nutrition. 


For good health, good nutrition, and tastier meals, be sure 
there is some fat—in reasonable amounts—in your daily diet. 
Meat—the most versatile of high protein and B vitamin foods— 
because of its many varieties and cuts is an excellent vehicle to 
provide this essential fat in any amount desired. Animal fat 
products, such as lard, are not only economical, but add delight- 
fully to the taste appeal of hundreds of recipes. 


The nutritional statements made in this advertisement 

have been reviewed by the Council on Foods and Nutri- 

tion of the American Medical Association and found 
consistent with current authoritative medical opinion, 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Tastiest way to dissolve sore throat symptoms 


TROCHES 


} (HY DROCORTISONE-BACITRACIN-TYROTHRICIN- 
NEOMYCIN-BENZOCAINE TROCHES) 


Adult or juvenile, your patients with sore throats 
will welcome a course of HYDROZETS. These 
newest Merck Sharp & Dohme troches offer anti- 
inflammatory, anti-infective and analgesic proper- 
ties that promptly alleviate distressing mouth or 
throat irritation whether caused by infection, 
mechanical injury or allergic reaction. And 
HYDROZETS taste so good, it’s hard to believe 
they’re medicine. 

Formula: Each HYDROZETS Troche contains— 
2.5 mg. ‘HYDROCORTONE’ to reduce pain, heat 
and swelling; SO units Zinc Bacitracin, 1 mg. 
Tyrothricin and 5 mg. Neomycin Sulfate to com- 
bat gram-positive and gram-negative bacteria; and 
5 mg. Benzocaine for rapid soothing analgesia. 
Other indications: As adjunct therapy in aphthous 
ulcers, acute and chronic gingivitis and Vincent’s 
infection. 


Supplied: Vials of 12 troches. &D 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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A prepared childbirth program 
In substance, then, a Preparation for Child- 
birth Program is not a mysterious, difficult, or 
even a revolutionary technic of practicing ob- 
stetrics. The principles may be simply expressed 
as follows: We believe in the great intrinsic 
values of education for the mother, an under- 
standing on her part of the process through 
which she is going. We believe that familiarity 
with the environment in which she expects to 
have her baby, acquaintance with and confidence 
in the personnel who expect to take care of her, 
and assurance that she will be cared for com- 
petently, sympathetically, and constantly will be 
factors of great help in the actual physical proc- 
ess of labor and delivery. We are fully aware of 
the fact that labor is painful; we believe that 
anybody who denies this is not facing reality. 
We are firmly of the belief that this pain should 
be controlled as much as possible, with the re- 
strictions that its control result in no harm to 
the mother or the baby and that the mother 
retain an awareness of the progress of her labor 


and delivery as much as possible. We have no 
hesitation whatsoever in carrying out obstetric 
deliveries or appropriate episiotomy if it is in 
the best interests of the mother and infant. We 
believe that we think we have evidence to sug- 
gest that the equanimity and confidence with 
which the educated, prepared mother comes to 
the labor room, with ample support during labor, 
results in shorter, more efficient labors, more 
successful deliveries, and last but not least, a 
lowered maternal mortality. C. Lee Buzton, 
M.D. An Evaluation of a Prepared Childbirth 
Program. New York J. Med. Sept. 1, 1956. 
< > 

Medicine and music are universally conceded 
to be international languages. Perhaps there are 
many more. The experience of the lawyers com- 
pares with our experience as physicians, in that 
it reveals an unquenchable determination among 
men of every land and language to assert the 
dignity of the individual, his inviolable rights 
to freedom of action, and the subordination of 
government to those rights. World Med. J., 
May, 1956. 


brand of theobromine-calcium salicylate 


For continuous, mild Cardiotonic and Diuretic Therapy 


* for myocardial stimulation 
* to diminish dyspnea 
* to reduce edema 


Prescribe THEOCALCIN — Start with 2 or 3 tablets 3 times a day and reduce the 
dose as improvement is obtained. Eventually the patient may be kept comfort- 
able on a small maintenance dose of 1 or 2 tablets a day, several times a week. 


Theocalcin®, a product of E. Bilhuber, Inc. 


_BILHUBER-KNOLL CORP. distributor 
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I hope he changes his treatment. 
I feel like a pincushion! 
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"Despite similarity of published 


- patient a preparation conforming to 
highest professional standards. 
The entire vitamin B-complex 


palatable orarige flavor of LEDER- 
PLEX is taste-true, does not “wear 
thin” or go “flat”. on prolonged 
Each teaspoonful (5 cc.) of LEDERPLEX 
LIQUID contains: 
Riboflavin (B;) 

Niacinamide 
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With us 
a doctor's involvement | 
in malpractice charges 
are as confidential 
as his own relations with his 
patient 


tection 
since 1899 


CHICAGO Office: 
T. J. Hoehn, E. M. Breier, 
W. R. Clouston, and D. D. Martin, 
Re presentatives 
1142-44 Marshall Field Annes Building 
Telephone State 2-0990 


SPRINGFIELD Office: 
F. A. Seeman, Representative, 
Tel. id 4-2251 


Mercy Hospital Institute 
of Radiation Therapy 


The Henry Schmitz Medical Group 


For Appointment 
Victory 2-4700, Ext. 170 or RAndolph 6-4444 


Herbert E. Schmitz, M.D., Director 
Peter A. Nelson, M.D., General Oncology 
H L. Schmitz, M.D., Internal Medicine 
anet Towne, M.D., Gynecology 
Robert L. Schmitz, M.D., General Surgery 
John F. Sheehan, M. D., Pathologist 
Charles Smith, M.D., Gynecolog 
Charles S. ilbert, M. D; Internal Medicine 
William F. Cernock,. M.D., Internal 
Medicine 
Fred W. Eims, Physictst 
Miss Hilda Waterson, R.N. 
Helen Hansen, Social Service 


SUPERFICIAL X-RAY THERAPY 
RAD) 


Cortisone for amenorrhea 


Thirty-seven women between the ages of 17 
and 39 years with amenorrhea or other men- 
strual disorder were treated with cortisone. Many 
of them were considered to have mild adreno- 
genitalism because of moderately raised urinary 
17-ketosteroid excretion and mild to severe hir- 
sutism. Others were thought to have a typical 
Stein-Leventhal syndrome; in these patients, 
enlarged ovaries were shown by X-ray or palpa- 
tion. Thirty-two of the patients were married 
and 28 of these complained of sterility or rela- 
tive infertility. The cortisone dose was adjusted 
to the level considered best for each patient and 
varied from 25 to 100 mg. of cortisone given 
orally daily. Most of the patients were given a 
daily dose of 50 mg. Later in the study, 20 mg. 
of hydrocortisone were given two or three times 
daily to some patients. In a few, treatment was 
started with an intramuscular injection of 100 
mg. of cortisone or hydrocortisone, and in sev- 
eral, six to 10 pellets of 100 mg. each of corti- 
sone were implanted; 32.4 mg. of thyroid ex- 
tract daily were given routinely to counterbal- 
ance any hypothyroidism that might be produced 
by the cortisone, and 3.24 gm. of potassium 
chloride three times daily were added to com- 
pensate for excessive urinary excretion of the 
electrolyte. Patients were advised to remain on 
a high protein, low carbohydrate, low fat, low 
salt diet. Ten patients became pregnant during 
cortisone therapy or after therapy was discon- 
tinued. Five women had ovarian wedge resec- 
tion because of failure to respond satisfactorily 
to cortisone therapy, and three of these con- 
ceived. There was a total of 15 pregnancies, four 
of which ended in abortion. Infertile women 
with amenorrhea, anovulatory menses, or other 
menstrual disorder, especially when these are 
complicated by varying degrees of hirsutism, 
should have the benefit of a three to six month 
trial course of cortisone before being subjected 
to wedge reseetion of the ovaries or irradiation 
therapy. An increased level of urinary 17-keto- 
steroids is a good but. not a necessary indication 
for cortisone therapy. Of the 13 women who be- 
came pregnant, five had increased 17-ketosteroid 
levels, four had a borderline increase, and four 


(Continued on page 82) 
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Including 
Daily Consultation at Institute 
Tumor Clinico—Mercy Free Dispensary— 
Tuesday at 9 a. m. ’ 
. Tumor Conference — J. B. Murphy Auditorium — 
Friday at 1 p. m. 


‘Now; ine the first you can anginal 
with Pentritol’s uninterrupted prophylaxis, One Pentritol 

_. Tempule on arising and a second twelve hours later main- 

_ tains coronary vasodilation 24 hours a day. This contin. _ 
“uous. protection was virtually impossible: with 4-hour’ 
tablets of PETN. Pentritol prevents attacks which were 
precipitated by medication-gap. Your patients’ response 
to uninterrupted prophylaxis will strate the ad- 


of Pentritol. 


*controlled disintegration capsules of 30 mg. 
pentaerythritol tetranitrate (PETN). Also available, Pentritol-B 
Tempules with 50 mg butabarbital added 


The Ev ron Company, 3540 Clark, Chicago 13, Ill. 
Visit our Booth No. 203 at the Chicago Medical Society Meeting, March 5. 
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PROTECTION AGAINST LOSS OF IN- 
COME FROM ACCIDENT & SICKNESS 
AS WELL AS HOSPITAL EXPENSE 
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ELIGIBLE DEPENDENTS 
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SURGEONS 


~ DENTISTS 
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PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 2, NEBRASKA 
Since 1902 


PATENTED ARCH SUPPORT CONSTRUC- 
TION — WIDE STEEL SHANK IMBEDDED 
IN PLASTIC COMPOUND * 


@ Insole extension and wedge at inner corner of 
heel where support is most needed. 

* The patented arch support construction is guaran- 
teed not to break down. } 

®@ Innersoles guaranteed not to crack or collapse. 

@ Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

® Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

@ We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free booklet, ‘‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot.’’ 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
A Division of Musebeck Shoe Company 
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CORTISONE (Continued) 
had values within the normal limits of 7 to 13 
mg. per 24 hours. As a rule, low-normal values 
of 11-oxycorticoids .or 17-hydroxycorticoids were 
observed. Hirsutism is not a necessary prereq- 
uisite for cortisone therapy in patients with 
ovulatory disorders. R. B. Greenblatt et al. Fer- 
til. & Steril. May-June 1956 (as abstracted by 
J.A.M.A. Aug. 4, 1956). 
< > 


Lymph nodes, not glands 

The terms “glands” or “lymph glands” also 
are currently misused as referring to lymph 
nodes. The old anatomy texts all employed the 
term “lymph glands” when lymph nodes were 
considered at the time as secretory organs. At 
the present time, however, their actual function 
is known and there no longer is any justification 
for calling them “glands” — a practice that 
leads to great confusion. For instance, when 
lymph nodes of the neck are called “glands of 
the neck” or “cervical glands” the less clear- 
thinking doctor is led erroneously to believe 
that metastasis takes place indiscriminately to 
various glandular structures, such as the parotid 
salivary gland, the submaxillary salivary gland, 
and the sublingual and thyroid glands. While 
it is true that such dissemination may occur, 
such terminology and belief lead to a misplaced 
emphasis and a failure to realize that an en- 
largement of lymph nodes actually is a most 
common form of dissemination. Hayes Martin, 
M.D. Cancer Terminology. Cancer Bull. May- 
June 1956. 

< > 


Executive examinations 

In the opinion of the examiners, 70 per cent 
of newly discovered disease warranted treatment. 
Where previously recognized disease was en- 
countered, nearly half of the individuals could 
have benefited by additional treatment, while 
only slightly over 25 per cent were paying ade- 
quate attention to known disabilities. It is ad- 
mittedly difficult to arrive at an accurate opin- 
ion concerning~this latter question since fre- 
quently our information concerning the details 
of treatment was incomplete. The results sug- 
gest, however,.since all of these individuals were 
at an economic level where good medical advice 
of it often was a matter of neglect. Kendall A. 
Elsom, M.D. et al. An Appraisal of the Periodic 
Health Examination. Indust. Med. Aug. 1956. 
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The subway is taking him home today. But, 
sometime soon, the depression and anxiety 
you can see may lead him to irresponsible 
behavior, impaired mental and emotional > 
health, or even to physical illness. 


If he comes to your office, you’ll find that 
Dexamy]* can help you to relieve his 
depressed sense of “‘being unable to do any- 
thing right.” ‘Dexamyl’ (a combination of 
dextro-amphetamine sulfate, S.K.F., and 
amobarbital) is smooth and subtle in action, 
helps to restore a sense of well-being. 

In three dosage forms: tablets, elixir, 
Spansulet capsules. 


Smith, Kline & French Laboratories, 
Philadelphia 


h e *T.M. Reg. U.S. Pat. Off. 
W er e ] S +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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JACKSONVILLE, ILLINOIS 


Te NORBURY SANATORIUM 


For the Treatment of Nervous and Mental Disorders 


FRANK GARM NORBURY, M.D., Medical Director 
HENRY A. DOLLEAR, M.D., Superintendent 
FRANK B. NORBURY, M.D., Associate Physician 


THE NORBURY SANATORIUM, Jacksonville, Illinois 
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Why not chloroform? 

Carbon tetrachloride is in truth a narcotic, 
which was used as a general anesthetic until 
discontinued almost a century ago for that pur- 
pose because it was deemed too poisonous. Chlo- 
roform, a chemical with a similar structure, was 
found to be far less hazardous, and its use as an 
anesthetic has persisted to this day. Chloroform 
is as good a solvent as carbon tetrachloride for 
fats and related substances, but the ordinary 
physician would not think of allowing a ‘person 
to keep a bottle of chloroform in his medicine 
cabinet or among the cleaning aids in the home. 
People themselves would be alarmed if they saw 
a bottle around the house labeled “chloroform.” 
Such a reaction.is universal but actually a bot- 
tle of chloroform would be safer to have around 
the home than a bottle of carbon tetrachloride. 
Nevertheless, carbon tetrachloride is still widely 
merchandised as a solvent cleaner under various 
trade names and as such is readily available to 
every householder. Indeed it is at present in 
unrestricted use in many offices and plants. On 
the other hand, trichlorethylene, a colorless, non- 
inflammable liquid solvent cleaner, though per- 


FAIRVIEW 
Sanitarium 


haps not as well known as carbon tetrachloride, 
is immeasurably safer for the householder to 
use for hand spotting and cleaning of clothes 
and furs. In its use there is a wider margin of 
safety than with carbon tetrachloride or chloro- 
form for it is far less toxic to the liver, kidneys, 
and brain. Trichlorethylene, like carbon tetra- 
chloride, also can be used for the degreasing of 
metals and the cleaning of multigraph type. Be- 
cause it is so similar to carbon tetrachloride in 
its solvent properties, it has largely been substi- 
tuted for the latter in commercial use, and ac- 
cidents involving trichlorethylene generally 
occur when workers become overwhelmed by 
massive exposure. George E. Morris, M.D. Car- 
bon Tetrachloride Hazards. New England J. 
Med. July 5, 1956. 
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The indispensable man 

It has been said that there is no indispens- 
able man but there is; the right man with the 
right idea at the right time in the pathway of 
history will ever be an indispensable man. Edi- 
torial. The Uncommon Man. New York Med. 
July 20, 1956 . 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


ALCOHOLISM Treated by Comprehensive Medical-Psychiatric Methods. 
2828 S. PRAIRIE AVENUE, CHICAGO 16 J. DENNIS FREUND, M. D., Medical Director 


Phone Victery 2-1650 


cegistered by the American Medical Assn. 
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The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (1% grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 


of Sterling Drug Inc. 


1450 Broadway, New York 18, N. Y. 
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NASAL 


(HYDROCORTONE® WITH PROPADRINE® AND NEOMYCIN) 


Anti-inflammatory— 
Decongestant—Antibacterial 


MAJOR ADVANTAGES: New synergistic anti-inflammatory. decongestant 
and antibacterial formula. High steroid content assures effect : 


Topically applied hydrocortisone’ in therapeutic 
concentrations has been shown to afford a sig- 
nificant degree of subjective and objective im- 
provement in a high percentage of patients 
suffering from various types of rhinitis. HypDRo- 
SPRAY provides HYDROCORTONE in a concentra- 
tion of 0.1% plus a safe but potent decongestant, 
PROPADRINE, and a wide-spectrum antibiotic, 
Neomycin, with low sensitization potential. This 
combination provides a three-fold attack on the 
physiologic and pathologic manifestations of 
nasal allergies which results in a degree of relief 
that is often greater and achieved faster than 
when any one of these agents is employed alone. 
INDICATIONS: Acute and chronic rhinitis, vaso- 
motor rhinitis, perennial rhinitis and polyposis. 


ective re 


SUPPLIED: In squeezable plastic spray bottles 
containing 15 cc. HyDROSPRAY, each cc. sup- 
lying 1 mg. of HypROcORTONE, 15 mg. of 

OPADRINE Hydrochloride and 5 mg. of Neo- 
mycin Sulfate (equivalent to 8.5 mg. of neo- 


mycin base). 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO.. INC. 
PHILADELPHIA 1. PA, 


REFERENCE: 1. Silcox, L. E., A.M.A. Arch. Otolaryng. 60:431, Oct. 1954. 


for January 1957 


87 


7 
— 
41 
61 
45 
12 
4 
8 
4 
| 
8 M 
D 
4 
8 
l 


North Shore 


Established 1901 
Licensed by State of Illinois 


225 Sheridan Road 


on the shores of Lake Michigan 

WINNETKA, ILLINOIS 
NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods o 
MODERATE 


SAMUEL LIEBMAN, M.S., 
Medical Director © 


Health Resort 


Treatment 

TES 
Fully Approved by the 
American College of Surgeons 
M.D. 


Winnetka 6-0211 


For 
NERVOUS and MENTAL 
DISEASES 


* 


Edward Ross, M.D., Medical Director 
BATAVIA PHONE. 
ILLINOIS BATAVIA 1520 


Classified Ads 


FOR SALE—General practice, including surgery, obstetrics. Fully equipped, 
air conditioning. In neighborhood nine years, patients very loyal. Gross 
$30,000-$40,000. annually. Rental $100. monthly, includes all utili- 
. ties. South side Chicago. Specializing. Box 241, Illinois Medical Journal, 
185 N. Wabash Ave., Chicago 1, III. 2/57 


WANTED: General Practitioner wanted in Davis, Stephenson County, 
Illinois. Support of prosperous dairy area. Excellent modern house and 
office. Nearby hospitals have staff appointments available. Opportuni- 
ty to associate with clinic in a county seat. Reply: Mr. Clayton A. 
Phillips, Davis, Illinois. 


POSITION VACANCY: General Practice Residency, two years, Stanislaus 
County Hospital, Modesto, California, 400 beds, hospital fully approved 
by the Joint Commission of Accreditation; Salary — $500.00 per month. 
Address communications to Dr. Allan A. Craig, Stanislaus County Hos- 
pital, Modesto, California. 


FOR SALE OR LEASE: Gen’! Practice, choice community west of Chicago 
or office rental to any physician. Excell. hosps. & schools. Patient 
caliber & collections tops. New equip — Specializing. Box 243. 
Ill. Med. Ji. 185 N. Wabash, Chicago 1. 3/57 


Insane statistics . 

It is significant that the percentage of aller- 
gic individuals amongst the insane is far below 
the percentage of the normal population. Harry 
S. Bernton, M.D. The Clinical and Biochemical 
Aspects of Allergy. Med. Ann. District of Co- 
lumbia, July 1956. 
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INSTITUTE 


@wrent, ILLINOIS 


Gonadotropins 
17 — Ketosteroids 
Adrenal Corticoids 


Estrogens * Androgens 
Write for details 


ENDOCRINE LABORATORIES 
INC. 


OF MADISON, 


Madison, Wisconsin 


5001 W. Beltline Highway 


Laparotomy wounds 
For the past five years this editor has covered 


all freshly closed, clean laparotomy wounds with 
only a single layer of rectangular gauze, 6 by 
3 inches, anchored at the top and bottom with 
a single short strip of inch-wide adhesive tape. 
This loose gauze strip, which allows the air to 
reach the incision, remains in place until the 
sutures are removed about the fifth postopera- 
tive day. At this time the wound usually is well 
healed and thereafter remains uncovered. The 
results with this routine have been excellent from 
the standpoint of both healing and comfort. It 
would seem that persistence with the ritual of 
prolonged, heavy wound dressing may spring 
more from deference to tradition than from 
scientific reasoning. Editorial. Unencumbered 
Incisions. Internat. M. Digest. Sept. 1956. 


Treating alcoholism and other problems of addiction. 
REGISTERED BY THE AMERICAN MEDICAL ASSOCIATION 
MEMBER AMERICAN HOSPITAL ASSOCIATION, 


Illinois Medical Journal 
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Medihaler Medihaler 


Means self-powered, uniform, Means notably safe and effec- 
measured-dose inhalation ther- tive therapy when indicated for 
apy... made possible by specially children. Medication is in leak- 
designed metered-dose valve... proof plastic coated bottles... 


Medihaler 


Means true nebulization. Each 
measured dose provides 80 per 
cent of its particles in the opti- 
mal size range—0.5 to 4 microns 
radius—insuring effective pene- 
tration of the respiratory tract. 


Medihaler Medihaler 


Means greater economy—no 
costly glass nebulizers to re- 
place, and one or two inhalations 
usually suffices for prompt relief. 


| Medihaler 


Medication and Adapter fit into neat 
plastic case, convenient for pocket 
or purse... 


. Means an unbreakable Oral 
Adapter—no movable parts— 
no glass to break—no rubber 
to deteriorate... 


The Unique Measured-Dose Inhalation Method 


In Asthma 


For Rapid Relief of Acute or Continuing Bronchospasm 
Medihaler-Epi™ Medihaler-Iso™ 


Riker brand of epinephrine 0.5% solu- Riker brand of isoproterenol HCl 

tion in inert, nontoxic aerosol vehicle. 0.25% solution in inert, nontoxic aero- 

Each ejection delivers 0.125 mg. epine- sol vehicle. Each ejection delivers 0.06 

phrine. In 10 cc. vial with metered- — mg. isoproterenol. In 10 cc. vial with 

dose valve, sufficient for 200 inhalations. metered-dose valve, sufficient for 200 
inhalations. 


Medihaler-Epi replaces injected epine- 
: Note: First prescription for Medihaler medi- 
phrine in emergency situations in which cations should include the desired saenhie 


respirations have not ceased. It provides and Medihaler Oral Adapter. 


rapid relief in acute food, drug, or pollen 


reactions (including urticaria, broncho- 
spasm, angioneurotic edema, edema of 
glottis, etc.). In most instances only 
one inhalation is necessary. 
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M AINTAINING the highest stand- 

ards since 1884, the Milwaukee 
Sanitarium Foundation continues to 
stand for all that is best in the contem- 
porary care and treatment of nervous 
disorders. Photographs and particulars 


sent on request. 


Josef A. Kindwall, M.D. 
Carroll W. Osgood, M.D. 
William T. Kradwell, M.D. 
Benjamin A. Ruskin, M.D. 

Lewis Danziger, M.D. 
James A. Alston, M.D. 
Edward C. Schmidt, M.D. 
Isaac J. Sarfatty, M.D. 


Waldo W. Buss, 
Executive Director 


MILWAUKEE SANITARIUM FOUNDATION, INC. 


WAUWATOSA—WISCONSIN 
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(Chicago Office—1509 Marshall Field Annex Bldg. 25 East Washington St.—Wednesday, |-3 P.M. Phone-Central 6-1162) 
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